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This guide contains information from the alcoholism 
literature and from interviews with people in state alcoholism 
agencies, major professional associations, and public and private 
service programs. It is designed to help readers plan and develop 
community alcoholism programs by providing an overview of the many 
considerations involved in starting and operating a program and 1^ 
identifying resources that offer more information. The first part of 
this report concerns planning the program and includes sections on: 
(1) an overview of alcoholism treatment; (2) foundations for success 
in planning; (3) needs assessment; (4) program design considerations; 
and (5) administrative and management issues. Administrative and 
management issues discussed include organizational structure, 
staffing and personnel management, recordkeeping and reporting, 
program evaluation, quality assurance facilities and location, 
funding and fund raising, and budgeting and cost accounting. The 
second part of this report discusses needs assessment, outreach, 
treatment considerations, and administrative issues for serving the 
special populations of the elderly, j^outfa, the multidisabled, 
American Indians, Black Americans, Hispanic Americans, Asian/Pacific 
Americans, and women. The appendices contain lists of further 
readings, organizations and information resources, and state and 
territorial alcoholism program directors. (NB) 
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PREFACE 



The National Institute on Alcohol Abuse and Alcoholism 
(NIAAA) often receives requests for guidance In planning and 
developing comnr^unlty alcoholism services. 

While NIAAA no longer provides direct funding for 
alcoholism services, we are required to provide technical 
assistance to States, Including public and private entitles wishing 
to Improve alcoholism services for their communities. Improving 
the delivery of quality alcoholism services Is a high p^^lorlty for the 
Federal Government. 

NIAAA believes that this publication— A Quide to Planning 
Alcoholism Treatment Programs— vi\\\ help you get your own com- 
munity's alcoholism service program off to a good start. The Guide 
Includes Information from the alcoholism literature and from Inter- 
views with people In State alcoholism agencies, major professional 
associations, and public and private service programs. 

The Guide Is designed (1) to provide an overview of the many 
considerations Involved In starting and operating a program and (2) 
to Identify resources that can offer more Indepth Information. 
You're probably Interested In helping people who are In particular 
groups, so extra attention Is given to Issues related to serving 
special populations currently underrepresented In alcoholism serv- 
ices programs: elderly, youth, American Indians, black Americans, 
multldlsabled, Aslan/Paclfic Americans, Hispanic Americans, and 
women. 

The Guide will be especially helpful If you want to develop 
services that would be supported by public funding or be operated 
by nonprofit organizations. Because States and counties have their 
own regulations and procedures, we urge you to start your planning 
by contacting your county health department and your State agency 
responsible for alcoholism treatment and prevention services. 

State and local government agencies and your local com- 
munities are concerned about the quality of care available to those 
who have problems with excessive alcohol use and abuse. Often, 
State and local agencies have published their own guidebooks that 
outline requirements and provide recommendations about steps to 
follow In developing alcoholism services. 

Materials and other resources are available from NIAAA, 
from major national alcoholism organizations, and from counselor 
certification and accrediting groups concerned about standards for 
alcoholism treatment, prevention, and program operations. These 
materials and resources are listed In Appendix A and Appendix B. 

Ill 



The National Institute on Alcohol Abuse and Alcoholism 
hopes the Guide will help you— and all of us— in our common effort 
to make quality alcoholism services available for alcoholic persons 
and their families throughout the Nation. 



Lois Chatham, Ph.D. 
Director 

Division of Extramural Research 
National Institute on Alcohol Abuse and 
Alcoholism 



Fleetwood Roberts, Jr. 
Chief, Technical Assistance Branch 
Division of Extramural Research 
National Institute on Alcohol Abuse and 
Alcoholism 
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Alcoholism Treatment: 
An Overview 

"It It tvldcnt from th« growing und«rttandlng of aloofiollsm 
M ■ dlMtM complox that ■ program of oomprohcntlve oommunlty 
MTVlcM It ttttntM for tho prtvtntlon, trvatmtnt, and control of trie 
dltMta. If wa havt raoognlxtd that tha ditaaaa complax which we 
call alooholltm It unrelated to morality, that It la not exclualvely a 
raeult of volition, that It oauaee phytloal, emotional, and aoclal prob- 
lama of great complexity, then we will recognize that community 
treatment afforta and community treatment goala mutt necetaarlly 
be directed to all of the aapecte of the condition at they are to any 
other diaeaae complax." 

^ ^ P**? phlloeophy, atated In one of the firat dooumentt' itsued 
by the National InatHute on Alcohol Abuae and Aloohollam following 
eatabllahmant of the agency In igzi, haa been reflected to a large 
degree In the development of over 4,600 alcohollam treatment serv- 
icea during the paat decade. In the early lOTOa, aloohollam treat- 
ment waa not widely available, and what wat available waa often 
provided outalde the malnatream of the health care tervlcet. 

In Amertca'a early yeara, the alcoholic waa often conaldered 
Immoral or a orimlnal, and waa thrown Into Jail or hoapltallzed where 
only cuatodlal care waa given. A key event In the evolution of treat- 
ment aervloea for the alcoholic waa the founding In 1935 of Alcohol- 
ica Anonymoua (AA). Thia voluntary aelf-help organization provided 
aupport to alooholica aeeklng to become and remain abatlnent. In 
addition, It brought to the publlc'a attention the realization that al- 
ooholica could recover and Ihn productive Uvea. After World War II, 
there waa a dramatic riae In the development of the volunteer move- 
ment In the aloohollam field, and a growing number of State govem- 
menta alao Initiated efforta to aid alcohollca. Perhapa the greateat 
Impetue to the growth of treatment eervloea occurred In the 19708 
when the Federal Qovemment, through the founding of the National 
Inatltute on Alcohol Abuee and Alcohollam (NIAAA), provided the 
financial atlmulue for the development of more than 500 community 
alcohol abuae and alcohollam aervlce programa. 

The financial aupport provided by the NIAAA In developing 
and teeting treatment app^hea and In encouraging reaearch Into 
the cauaee and conaequencee of alcohol abuae and alcohollam 
greatly helped to move the field forward. Much imowledge haa now 
been aocumuiated about aloohollam treatment. Including apeclal ap- 
proachee dealgned to meet the unique needa of a variety of apeclal 



LUfl'*^^*^ V Alcoholtoin. Dtvloping Community Strv 

lem tor AMioUoo: Somo Bogkinlng PiMplto. Rockvlll*. MD: NIAAA. 1871. 
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population groups that traditionally have 
been underrepresented In alcoholism treat* 
ment programs. 

Alcoholism treatment has moved In* 
to the mainstream of the Nation's health 
care services system. Programs In a wide 
range of settings are now eligible for health 
Insurance and other thlrd*party support, 
and health and social services workers are 
Increasingly aware that alcoholism Is a 
treatable disease. The success of early In* 
terventlon and the growth of occupational alcoholism programs have 
contributed to the growing public awareness that recovery from 
alcoholism Is possible and that help Is available from a variety of 
sources. 

TREATMENT SCENE TODAY 

The rapid expansion of alcoholism treatment programs that 
characterized the 19708 Is no longer the case today. A relatively large 
number of treatment and related services were established during 
the 1970s, but the rate of development of new programs In the 1980s 
has slowed. The rate of growth of alcoholism treatment programs Is 
greater today In the private sector than In the public sector however, 
the great majority of treatment programs continue to be public ones. 

The 1980s have also seen a major change In the source of 
funds for alcoholism treatment programs. In 1981 President Reagan 
signed Into law the Omnibus Budget Reconciliation Act (P.L 97-35), 
which consolidated a number of specific grant programs adminis- 
tered at the Federal level Into several broad purpose block grants to 
the States. Therefore, the Alcohol and Drug Abuse and Mental Health 
Services block grant funds are provided directly to the States, where 
decisions about alcoholism treatment program funding are made. 
Grants are np longer available from the NIAAA for support of treat- 
ment services. 

Significant Increases In private and public health Insurance as 
sources of funding for treatment programs have occunred In the 
1980s. Early Intervention, particularly in the workplace, has been rec- 
ognized to be effective, and occupational alcoholism programs have 
continued to grow. They are now providing a significant source of 
refenrals to the expanding number of private sector and publicly oper- 
ated programs. 

At the same time, a great deal of knowledge has been ac- 
quired by NIAAA and other sources that has contributed to the refine- 
ment of treatment programming and the Integration of alcoholism 
treatment Into community health care services. 'Treatment of 
alcoholism has come of age," declares the Fifth Special Report to 
the U.S. Congress on Alcohol and Health, issued by N I AAA at the end 





of 1083 (see Appendix A for ordering infor- 
mation). ''Once largeiy confined to 
dedicated members of groups like Aico- 
holics Anonymous and a few committed 
professionals, treatment efforts in recent 
years have grown almost exponentially. 
Treating alcoholics is now respect- 
able--and training for physicians and 
others to treat the alcohol-dependent per- 
son reflects this new-found status," the 
report states. 

'There Is an increased willingness to subject therapeutic ef- 
forts to research scrutiny— to determine what works best with whom 
and under what circumstances. Innovative employee assistance pro- 
grams are now challenging the traditional belief that treatment must 
be completely voluntary to be successful. The fact that treating 
alcoholism within the framework of health Insurance plans is cost ef- 
fective has now been proved repeatedly. There Is no question that this 
leads to lower long-term health costs to the individual and the plan. 
While a hospital was once thought to be the only suitable setting for 
detoxifying alcoholics, other settings may be equally efifective— and 
much more cost effective. Alternative treatment models employing 
certified alcoholism counselors have had demonstrated success." 

Research and experience have confinned the concept ex- 
pressed by NIAAA in 1971 that alcoholism Is a disease complex re- 
quiring multiple treatment approaches and a coordinated, community- 
wide network of services. While many questions remain to be 
answered, the broad consensus is that there is no single "best" way to 
rehabilitate alcoholics, and that efforts to provide treatment must ad- 
dress not Just the drinking behavior but all the physiological, social, 
psychological, and environmental factors that come into play in the 
development of alcohol problems and are crucial to iong-temn 
recovery. 

Alcoholism treatment is provided In a variety of settings by 
varied combinations of professionals and paraprofessionals. NIAAA 
has identified and defined more than a dozen settings in which alco- 
holism services are delivered, as well as eight categories of staff 
employed in such programs.^ The type of care may include inpa- 
tient, residential, emergency. Intermediate, or outpatient. 

SeWngs and types of care. Table 1 illustrates the diversity of 
the settings and care offered to alcoholics in the United States today. 
As is indicated on the chart, certain settings offer only specialized 
types of care, while others offer more comprehensive care. Because 
the care an alcoholic may need will vary on the basis of individual cir- 
cumstances. It is important to reiterate the need for a coordinated, 
community-based approach. Ideally, the full continuum of care from 

2 Bast, RJ. Classification of Alcoholism Treatment Settings. Rockvllle, MD: NIAAA, 1983. 
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Tabl0 1. Characteristics of aicolioiism treatment faciiities 
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emergency services to outpatient counseling should be accessible 
to any alcoholic no matter what the specific nature of the program 
entered. Patient access requires cooperation and coordination 
among service providers. 

The Classification of Alcoholism Treatment Settings In- 
cludes neither Individual service providers, such as Individual phy- 
sicians, nor does it Include Alcoholics Anonymous, primarily be- 
cause this group does not view Itself as a treatment program. 
However, It Is Important to recognize that Individual providers and 
this self-help network play vital roles as an adjunct^ to formalized 
treatment programs. 

According to the most recent national statistics,^ there are 
more than 4,000 Individual units In the United States providing alco- 
holism treatment services; in a 1982 survey, a total of 4,233 units 
responded, representing 90 percent of all known alcoholism treat- 
ment units. However, this number does not necessarily include all 
private providers. Of those providing information to the survey, 64 
percent served alcoholics only, while the remainder served both 
alcoholics and other drug abusers. 

Descriptive data indicates the great majority of programs 
provided less than 24-hour care and that most clients (78 percent) 
were receiving outpatient care in a variety of settings. Of all treat- 
ment units responding to the survey, 48 percent were freestanding 
alcoholism treatment units, 21 percent were housed in community 
mental health centers, and 12 percent were part of general hospitals 
(Including Veterans' Administration hospitals). 

The majority (68 percent) were nonprofit organizations, with 
most of the remainder being State or local government funded and 
operated. Only 7 percent of the units responding to the survey were 
for-profit operations. While the majority of service providers are, at 
least In part, publicly funded, the private sector Is growing much 
more rapidly than is the public sector. 

Services. Treatment services offered by the reporting pro- 
grams were diverse and include Individual therapy and/or counsel- 
ing, group therapy and/or counseling, family therapy and/or coun- 
seling, referral and other information, and screening. The specific 
treatment approaches were not identified in the survey. However, 
according to a review by Dlesenhaus,^ three major classes of alco- 
holism treatment models are in widespread use— physiological, 
psychological, and sociocultural. 

"Physiological treatment strategies focus on the person as 
the unit of treatment and use pharmacotherapy to produce change in 
the alcoholic. Psychological treatment strategies also focus on the 
person and use psychotherapy or behavior therapy to help the alco- 



^ National Institute on Alcohol Abuse and Alcoholism. National Drug and Alcoholism 
Treatment Utilization Survey 1982 Comprehensive Report, Rockvllle. MD: NIAAA, 1983. 
^ Dlesenhaus. H. Current trends In treatment programming; In: NIAAA. Prevention, In- 
tervention and Treatment: Concerns and Models. Alcohol and Health Monograph No, 3. 
Rockville, MD: NIAAA, 1982. 
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holic change behaviors. Sociocultural treatment strategies focus on 
both the person and his or her social and physical environment as the 
units of treatment and use a variety of techniques, Including en- 
vironmental structuring, to provide new social relationships for the 
alcoholic," Diesenhaus explains. To some extent, the setting will dic- 
tate the type of care and the service model. Hospital detoxification, 
for example, deals with physiological Issues. However, most pro- 
grams— inpatient, residential, and outpatient— Include a combina- 
tion of approaches. 

Staffing, The types of staff who provide services are deter- 
mined by the setting and type of care offered. Obviously, emergency 
care in hospital settings requires medical staff. However, according 
to the NDATUS survey, alcoholism counselors were most frequently 
the major providers of direct care in most settings. Other providers 
Include physicians and psychiatrists, social workers, nurses, and 
psychologists. In addition to the paid staff, volunteers represent a 
significant portion of those who provide alcoholism treatment serv- 
ices. According to the NDATUS survey, about 14.8 percent of the 
staff in treatment units were volunteers, a full-time equivalent of 
about 8 percent of the total staff. 

CONTINUING NEED FOR TREATMENT PROGRAMS 

The fact that the settings, services, and types of care available 
to alcoholics vary widely does not Imply that all conceivable needs 
for alcoholism treatment are being met. Although a great deal of 
progress has been made, many gaps in knowledge and service re- 
main. 

The number of alcoholics receiving treatment is still far below 
the number of Americans estimated to have alcohol-related problems 
requiring treatment. Diesenhaus observes that "despite the increase 
In the availability of treatment and the decrease in the stigma, it ap- 
pears that formal treatment Is still not received by a majority of 
alcoholics Identified in community surveys." 

Existing as well as new programs should consider developing 
services that meet the special needs of underserved groups. Accord- 
ing to the Fifth Special Report to the U.S. Congress on Alcohol and 
Healih, 'The problem of developing programs suited to special popu- 
lations such as women, ethnic minorities, and the elderly has be- 
come Important. As this and earlier reports indicate, groups such as 
American Indians have much higher rates of Illness and death from 
alcohol-related illness than does the general population. It Is critical 
that treatment programs be designed to overcome cultural, eco- 
nomic, and other barriers that deter some groups from seeking treat- 
ment." 

Indeed, it Is important that program planners carefully con- 
sider the needs, not just of special populations groups, but of the en- 
tire community In the context of the existing community services. 
There are constraints on resources, particularly in the public sector; 
however, the need to develop treatment services for alcoholics and 
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their families remains a pressing one. As is observed in the Fifth 
Special Report to the U.S. Congress on Alcohol and Health report, 
'Treatment offers many opportunities for increased innovation. 
Aicohol problems have plagued most societies throughout history. 
But never before have we had as much basic knowledge as we now 
possess, with the promise cf still greater understanding to come. 
Developing a new alcoholism treatment program requires careful 
and thorough planning, taking Into consideration the many aspects 
of program development and operation necessary to a viable, effec- 
tive program. It Is a complex undertaking. It requires commitment, 
hard work, time, and the Investment of money, as well as skills In 
treatment and In administration. Planning is a key step." 
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Planning: 

Foundation for Success 



Chances are, If you are thinking seriously of starting an 
alcoholism treatment program or expanding an existing one, you 
have a pretty good Idea of the needs that exist, what services you 
want to offer. In what setting, and for whom. So why should you In- 
vest the time, energy, and money necessary to develop a detailed 
plan? 

There are some very good reasons. First, taking the time to 
thoroughly consider all of the aspects of setting up and running a 
program can contribute greatly to your chances of success. Plan- 
ning Is the foundation on which your program will rest. It Is critical 
before you open the doors to have In place a very solid plan that cov- 
ers administrative and personnel procedures, accounting and busi- 
ness systems, followup and evaluation procedures, and all the 
many routine aspects of startup and day-to-day program operations. 
Careful attention to the business aspects of program operation and 
development of a very conservative fiscal projection is essential. 
More programs have failed because of poor business management 
than for any other reason. Working through the startup financing 
costs and realistically projecting the operating costs help ensure 
that your new program won't be caught short by unexpected ex- 
penses. And thoroughly analyzing the needs of the community, how 
the new program will fit in with existing service delivery systems, 
and how most effectively to reach and treat potential clients en- 
sures that the program will generate the projected caseload. 

Another pragmatic reason for planning Is that In many areas 
of the country your State alcoholism agency or county governing 
body requires that you justify the need for your service In order to be 
eligible for funding. Even if you are not seeking public funding or re- 
imbursement for services from public sources such as medicaid, 
you will in all likelihood need to provide private funding sources 
with evidence that your program will meet a need, that the services 
you will offer will be used, and that you will operate according to 
sound management practices. In addition, third-party reimburse- 
ment from health insurers is generally based on your program meet- 
ing a set of standards that require a sound planning base. 

Finally, a formal planning process allows you to involve 
those In your community whose support will be important, as well 
as members of the groups you are seektng to serve. Thus, your pro- 
gram planning can include the valuable ideas of those who will con- 
stitute your referral sources and those who can express the needs 
of your target groups. 
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WHERE TO BEGIN 

How should you proceed in developing a program pirn? The 
first step should be to visit your State Alcoholism Authority, (see Ap- 
pendix C for a list of State Alcoholism Authorities), who may refer 
you to one or more other State agencies, a regional health planning 
body, or your county health department. You will be able to find out 
such infomnation as (1) whether your program is governed by licen- 
sure, certification, or other requirements, (2) what guidelines are 
available to assist you in the planning process, (3) what the regula- 
tions are regarding eligibility for health insurance and public fund 
reimbursement for your program, and (4) if you are seeking public 
funding, what budget processes apply to you. 

In a review of alcoholism services, Akins and Williams » 
noted that health planning services in most areas have traditionally 
been a county government responsibility. The State will also be in- 
volved in some aspects of program development or in monitoring pro- 
grams once they are in operation. The reviewers observe that "most 
States conduct periodic monitoring and program audits as condi- 
tions for receipt of funds appropriated by the State." In practice, 
monitoring is more likely to take the fonm of technical assistance to 
program staff in the essential aspects of program operation such as 
recordkeeping, financial management, treatment techniques, and 
evaluation. Monitoring may also involve Judging program compliance 
with State standards for operation. 

Many States monitor programs in conjunction with the Issu- 
ance of State licenses for operation. Often the issuing agency is not 
the State alcoholism agency, but rather a program-licensing office In 
another agency of government. Local units of government also issue 
licenses. Licensing criteria require, at a minimum, adherence to 
standards for both services and facilities. Licensing is a critical func- 
tion for program funding, not only to qualify for State funds, but also 
to receive reimbursement from public and private insurers. Assuring 
and improving the credentials of persons who provide alcoholism 
services is another area of growing importance for State and iocal 
responsibilities In quality assurance. 

If your program will serve a significant American Indian popu- 
lation, you should call the area office of the Indian Health Service. 
This Federal agency currently funds 
alcoholism treatment programs serving a 
number of Indian tribes and urban Ameri- 
can Indian organizations. No funds are 
available for new programs, except for 
those tribes that have identified a need for 



^ Akin8, C, and Williams, D. State and local programs 
on alcoholism. In: NIAAA. Prevention, Intervention 
and Treatment: Concerns and Modeis, Alcohoi and 
Health Monograph No, 3. Rockvllle, MD: NIAAA, 1982. 
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alcoholism treatment services in their Tribal Health Plan but do not 
have access to such services. The area iHS office will be able to pro- 
vide you some advice and technical assistance. 

The specific rules and regulations applicable to the develop- 
ment of alcoholism treatment programs vary from State to State and, 
in some areas, from county to county. In some cases, the process can 
be quite lengthy, while in other instances the startup requirements are 
minimal. Remember that virtually all States have some sort of program 
standards document that sets forth minimum criteria for program 
operation In order to qualify for reimbursement from public funds. 

In a number of States you must comply with a health planning 
process In which you must Justify a community need and describe the 
services that your proposed program will offer. This requirement may 
apply to all new programs or Just to Inpatient programs. Some States 
require some or all types of programs to be licensed. In other States, 
there Is a certification process that, again, may apply only to some set- 
tings. 

For example,^ in Mississippi, inpatient programs have to go 
through the Certificate of Need (CON) process. In this State, the proc- 
ess is administered by the Health Care Commission. For those seek- 
ing to offer outpatient services only, a CON is not required. However, if 
such programs want to be eligible for reimbursement from public 
funds, they must apply to the State alcoholism agency for certification, 
demonstrating compliance with program standards. If the program 
treats both drug addicts and alcoholics, additional regulations govern- 
ing methadone maintenance apply. 

In California, alcoholism treatment programs not seeking pub- 
lic funds can start without going through any governmental approval 
process, as long as they comply with zoning, building code, and 
other safety requirements. The counties are responsible for approval 
of service delivery for outpatient programs, but inpatient facilities 
must be licensed by the State, Department of Social Services. The 
State is not involved in the planning and startup process for most 
types of programs, but does certify programs that want to receive 
reimbursement from public sources once they are In operation. 

In contrast, New York's Division of Alcoholism and Alcohol 
Abuse provides considerable assistance to those planning pro- 
grams. Such assistance includes a program development manual 
that details how to conduct a needs assessment, a discussion of 
program design considerations, an explanation of the Certificate of 
Need review process, and lists of various resources for program de- 
velopment. Thoae seeking to start a new program in New York must 
begin at the county level by getting their proposed program in- 
cluded in the county's plan. This requirement applies to public and 
priv^^e programs. Once in a county plan, the proposal is sent to the 

^ The examples of State regulations given here are Intended to Illustrate the diversity 
In regulations and approval requirements. The specific Information about require- 
ments and procedures was accurate as of June 1. 1984, but can be expected to have 
changed over time. 



state for review and the Certificate of Need process must be com* 
pleted. Those seeking pubiic funds must then proceed through the 
budget review and approvai process. Ail new programs, or programs 
planning substantial expansion, must go through some formalized 
planning and approval process at both the county and State levels. 

The best place to start unraveling the regulations specific to 
your planned program Is with your State's alcoholism agency. Not 
only can this agency advise you of what regulations may apply and 
what agency in the State or county you must work with, but also they 
will know of special conditions affecting new program approvals. For 
instance, some States have temporarily deferred approval of new 
beds for alcoholism treatment because of a surge in private Inpatient 
programs. Previously such programs were virtually free of regulation 
in many States, although they had to comply with national hospital 
accreditation standards. 

PROGRAM STANDARDS 

State and county regulations are not the only consideration 
for alcoholism treatment programs. If you are Interested in making 
sure that your program is eligible for third-party reimbursement, most 
Insurers consider compliance with the Joint Commission on Accredl* 
tatlon of Hospitals (JCAH) Consolidated Standards as evidence of an 
acceptable operation (see Appendix A for ordering information). Ac- 
creditation by JCAH is based on compliance with standards intended 
to reflect excellence in program perfomnance, determined by peer 
review. Many States will wa>ve licensure requirements if a program 
obtains JCAH accreditation. 

National program standards have also been developed by 
NIAAA. The Program Standards for Alcoholism Treatment document 
identifies specific program characteristics and activities thought to 
be necessary for effective operation (see Appendix A for ordering in- 
fomnation). These standards were developed by clinicians and pro- 
gram administrators from the alcoholism field and are applicable to 
programs In any setting. 

While this planning guide highlights the basic elements nec- 
essary to acceptable program operation, a great deal of detail Is avail- 
able In the manuals listed In Appendix A. 

The remainder of this guide dis- 
cusses the process involved in program 
planning, highlighting the key elements 
that must be considered. The overall goal 
of the planning process Is to identify and 
document the need on which the program 
is based, to clearly state the philosophy 
and rationale of the therapeutic services of- 
fered, and to develop the administrative ele- 
ments that guarantee sound operation. 
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It l8 Important to note that research Into the effectiveness of 
treatment programs Is not yet extensive. Thus, the advice and sug- 
gestions In this guide rely mainly on the observations of those who 
have experience In operating treatment programs. You should be 
aware that much of the Information presented Is based on clinical 
observation rather than on research. However, every attempt has 
been made to solicit the thinking of a number of experienced alco- 
holism treatment specialists to ensure that the suggestions In- 
cluded represent the best knowledge available at this time. 
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Needs Assessment 



The logical place to begin In developing a program plan Is to 
gather data on the nature and extent of the people and families with 
alcohol problems in your community, to identify existing services 
and the unmet needs for services, and to describe the characteris- 
tics of the groups to which services need to be made available. 
Depending on the resources available to you, such data can consist 
of rather elaborate large-scale survey results, or can simply consist 
of local data gathered from key local agencies likely to be affected 
by alcoholism problems. A review of the available national statistics 
can be Included. 

QATHERINQ THE DATA 

While the national statistics on the rate of occurrence (In- 
cidence) of alcoholism can be extrapolated to the local level, pro- 
gram specialists agree that it Is vitally important to gather local 
data. Five approaches to gathering needs assessment data were 
presented In a manual for health planners published In 1980, Health 
Planning Technical Assistance Manual for Alcohol and Drug Abuse 
Agencies (see Appendix A for ordering information); the advantages 
and disadvantages are summarized in Table 2. In planning a commu- 
nity treatment program, you may want to combine several of these 
approaches. 

According to NIAAA's program standards, you should col- 
lect information on the characteristics and distribution of the popu- 
lation to be served by the program In order to plan services to meet 
the needs of the community. This will Include Information on the 
populations and the community to be served, such as the following: 

• Geographic distribution of the population 

• Age, sex, and socioeconomic characteristics of the popu- 
lation 

• Racial and ethnic characteristics 

• Employment and unemployment patterns 

• Educational levels 

• Household compositions 

• Transient groups within the population 

• Unique cultural features of the population 

• Future demographic trends within the population 

• Patterns of alcohol consumption. 

Much of this Information is available from existing resources 
In your county or State— such as the county planning board, the 
health systems agency, and health planning commission. 
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TABLE 2. Summary of Selected Needs Assessment Approaches 



DEFINITION ADVANTAGES DI8ADVANTAQE8 



Communlly Formil lyitaniitic lurvey ol dillnid « Cin provl(j9 up*to^ii6 dii M • li expenilvi rilillve to other 
Survey populilloni In ipacllM flflognplilc perMpiloni on noedi m9thodi of n«edi mnm\ 

Approicr) ireu to gather ficiuil Inlormitlon on « His cooilderibli deilgn (leKlblllty * Survey iimple miy not be ic* 
retldenti' heilin, loclil well'Mng ind • Provides oppoftunlty to gither curitily repreiintitlve of pliO' 
pitKrn of leivlce ullllzitio dili on thOH Indhrlduili who nlng irei population 

may have unmet needs < R«luctance of feapondents to sup- 
ply dili 

I Reim or) respondenle' memory 
ofheafthGareullllzillonindprob' 
terns 



Community Soilcitillon of opinions, inecdotes, ex* • Relatively eiiy to arrange * Imposilbie to assure representa* 
Forum parlances, and Impressions from com* • Inaxpenslve compared lo other lion of all views 

Approach munlty reHdenls through i series ol needs assessment msthods * Can potsntlally deterlorre Into 
public meetings, • Can serve as a catalyst to Initiate public grievance sssslons rather 
activities to Improve health than reasoned nHda Identlflca* 
systems tlon 



Key Interviews with public officials, ad* • Minimal expenditure of time and * May Incorporate the professional 
Informant minlslratora and program perscnnsi In resources required biases of the key Informants 

Approach hoaltti and welfare organizations, health • Focuses needs assessment effort * Not representative of the com^ 
care providers, consumers, etc. on precise Issues munlty 

• May esfibllsh communication « Reliability and validity of findings 
lines among human services igen^ are debatable lasues 
cles represented 



Rates Under Exirapotatlon of an esllmsle of com- * Data needed are usually available • Utilization figures are likely to 
Treatment munlty needa by enumerating aggre* and relatively Inenpenslve to understate or overstate actual 
Approach gate data on services ulllluilon and secure and analyze need 

dNcrlptlve data on the population • lis simple formula does not ex- 

ullllzlng the services. pticitiy permit the Identification of 

probable ranges of need 



Social Appllcallon of the principle that certain * Availability and low cost of data * Causal relationships betwNn 

Indicators soclodemographic variables correlated to users. social Indlcatora and alcohol/drug 

Approach with needs and, thus, can be used as « Considerable design flexibility abuses are not very well known 
indicators or surrogates ol need. • indicators can be analyzed * 

separately or combined Into 1 

single need Index 



SOURCEiNatlonallnetltuteofMefltalHealth.AMinu'lo/iSfflfe Menial Hei/i/iM 
and Welfare, Pub< No. (ADM) 77^73, l(77,pp.674l:cltedlnNatlonallnatltuteon AM 
mm Uiml lor Mol antf Ort/g Ati/ie Agenciei Rockvllle, Maryland, 1960, p. 28. 
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Btyond Mn«ral d«torlptlv« data, other Information about tha 
aarvlea naada or tha community la uaaful. By axtrapolating from na- 
tional data avallabia from NIAAA, tha National Highway Traffic 
Safaty Admlnlatratlon, and othar aouroaa, Information on tha axtant 
and nalura of alcohollam for tha targat population can ba aatab- 
llahad. Anothar uaaful approach la to gathar local data obtalnad 
from aganolaa moat affactad by alcohollam-aoclal aarvlcaa, hoa- 
pitala, criminal Juatica, vocational rahabllltatlon, aducatlon, high- 
waya and police, mantal haalth, and fira and aafaty aarvlcaa. Ba- 
cauaa alcohollam la not always idantlflad by thaaa aganclaa, it may 
ba naoaaaary to do aoma probing and maka aaaumptlona baaad on 
national data ragardlng tha alcohol proMama in thaaa araaa. 

Soma data raflaet dlraotly tha incidence of alcohollam prob- 
lama (e.g., rate of daatha from cirrhoilaV However, it la likely that 
tha full extant of aleohellam and alcohol-related problema will not 
ba reported by all tha aganolaa you contact nor will It ba reflected In 
tha atatlatlea they have avallaMe. Thua, It la uaaful to look at na- 
tional data (aaa Appendix B for aouroaa of auch data), and uae them 
to develop an eatimata of tha alcohollam Incidence In your commu- 
nity. For Inatanoa, according to national atatlatlea, alcohol la In- 
volved In 80 percent of all traffic aooMenta; however, many Statea 
and oountlaa report alcohol Involvament only In caaea where 
fatalltlaa occur. 80 you may find that alcohol Involvament In traffic 
accManta In your locality la underreported. Ukewlaa, you may want 
to review national aatlmatee of alcohollam Incidence among apeclal 
population groupa. if tha axlating local treatment aervlcea report a 
low rata of alcohol proMama among women, for example, thia la 
likely to point up a need for aervlcee that can engage thia group who 
are likely to remain "hidden alcohollca." 

You will need to daacrtbe exiating community reeouroea— 
programa. altea, client charaoteriatlca. referrala, and other aapecta 
of the eervloe delhrery ayatem relevant to alcohollam treatment. 

You ahould combine your data and narrative Into a clear 
atatement of (1) the demographic and geographic featurea of the 
community, 0 the nature of alcohollam problema, ^ the popula- 
tion to be aerved. (4) tha extent of alcohol problema, (5) effecta on 
the community, (6) raeourcee now avallaMe to meet the problema, 
and (7) the neede the proposed program 
will meet. 

You ehouM alao obtain Information 
about the priorltlaa and plana of local, 
State, and regional haalth planning agen- 
ciea. Qenaraily, a long-range plan ia avail- 
able from State health ayatema agendea 
and health planning oommlaalona, the 
State a loohoi iam agency, and local plan- 
ning agandee. There are general county. 
State, and raglonel health pIma available, 
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and It Is Important that your proposed program reflects or fits In 
with established priorities. 

NIAAA's Alcohol Epidemiology Data Systems (AEDS) project 
has developed a manual outlining procedures for assessing alco- 
holism treatment needs that takes Into consideration both the de- 
mand for services (based on current utilization of treatment pro- 
grams) and Indicators of unmet needs (such as DWI statistics and 
morbidity and mortality data). According to the AEDS manual, "Cur- 
rently In the United States, most treatment planning Is based solely 
on previous treatment utilization patterns that are considered to be 
Indicators of the ''demand'' for treatment resources as expressed 
by persons presenting themselves to treatment.^ The AEDS method 
addresses all of these criteria, providing planners with a formula 
they can follow to determine community and regional treatment 
needs. The material Is geared to State or regional planners, but of- 
fers valuable background Information for the program-level planner, 
as well. (A condensed version of the manual will be published In 
N I AAA's quarterly magazine Alcohol Health and Research World; 
see Appendix A for ordering Information.), 'To best determine a 
match between populations and services, assessment methods 
should be (1) problem specific and related to a particular population 
and a given facility's service; (2) community specific and not extra- 
polated from data In other areas and circumstances; and (3) based 
on data relevant to the process by which Individuals come Into treat- 
ment or rehabilitation unit of the particular facility." 

INVOLVING KEY PEOPLE: THE ADVISORY COMMITTEE 

The needs assessment process Involves more than gather- 
ing Information about the alcoholism treatment needs of the com- 
munity In a vacuum. Any new program must get support from com- 
munity leaders. It Is vital to Involve Influential community members 
from the start, as members of an advisory committee, and to keep 
them Involved OQce the program Is In operation. 

Who should be on an advisory committee? According to a 
manual developed by the National Association of Counties (NACO), 
many organizations from the Jaycees to the Salvation Army have 
already recognized alcoholism In their own group and started pre- 
vention programs (see Appendix A for ordering Information). Repre- 
sentatives of these groups can provide the nucleus of the advisory 
committee. You may want to ask members of other organizations, 
particularly those Involved In alcoholism education or treatment or 
both, to Join the advisory committee, such as the Parent-Teacher 
Association (PTA), Young Men's Christian Association (YMCA), 
local Council on Alcoholism, the United Way, League of Women 
Voters, and many religious and minority groups. 

It Is not always realistic to expect that you will be able to re- 
cruit recovering alcoholics to serve on the advisory committee from 



' Alcohol Epidemiologic Data System. Procedures forAaaeaIng Alcohol Treatment 
Needa (Administrative Document). Rockvllle, MD: NIAAA, June 1982. 

28 " 




the outset. If the person starting the pro- 
gram Is recovering, It Is probably more 
feasible to recruit "consumers'* from the 
outset. However, It Is essential that the ad* 
visory committee Include members of the 
group the program Intends to serve— either 
AA members not affllltated with the pro- 
gram or "alumnr* of the program— once the 
program Is In operation. 

The NACO manual provides the fol* 
lowing list of groups from which advisory 
committee members should be chosen and reasons fortheir Inclusion: 

• Schools. Alcohol abuse among youth Is Increasing. 

• Business. Early intervention In alcoholism can frequently 
be accomplished on the Job. Business leaders know the 
problems they encounter with alcoholic employees. They 
also bring managerial advice and expertise to the advisory 
committee. 

• Religious organizations. They have long been Involved 
with alcoholic members and their families. 

• Service organizations. Their valuable field experience and 
knowledge of available resources contribute directly to 
the advisory committee. 

• Unions. Labor organizations want to provide alternatives 
for their members who are In trouble with alcohol. 

• Health-care providers. Doctors, nurses, and other health- 
care workers see the results of untreated alcoholism dally. 

• Legal professionals. Marital breakdowns, assaults, va- 
grancy, and many other crimes and problems come to their 
attention. 

• Minority groups. Organizational representatives and other 
Individuals can contribute special knowledge of the prob- 
lems and needs of their constituents and coinmunlties. 

• Criminal Justice professionals. Law enforcement and 
Judicial personnel see more alcoholics than any other 
group in the country (except perhaps AA). From arresting 
public inebriates, mediating family disputes, and Judging 
cases of aggravated assault, they have a clear view of the 
problems of alcoholism. Their cooperation is vital to the 
success of any treatment program. 

o Reporters and editors from the news media. They have 
broad knowledge of the needs and concerns of the com- 
munity. They also have the means to Inform citizens of 
new approaches to treatment. 

• Women's groups. They provide valuable contacts with a 
hard-to-reach population. 
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REACHINQ SPECIAL POPULATIONS 

An advisory committee can piay a particuiariy important roie 
in helping you to identify the needs of speciai population groups now 
underserved by alcoholism treatment services In the community. 

It Is Important to try to identify concentrations of speciai pop* 
ulatlons In the community and to determine the extent of alcohol 
problems among these groups. It Is equally important for you to iden* 
tify special barriers to treatment unique to these groups, so that you 
design a program that will be accessible and effective. Involving 
members of minorities and other special populations on the advisory 
group and arranging to meet with community organizations that 
represent the Interests of particular special populations are good 
ways to gather such infonmation. 

The Fifth Special Report to the U.S. Congress on Alcohol and 
Health notes that In designing programs for special populations, 
planners must be sensitive to structural- and group*speclfic barriers 
that restrict access to facilities. "For example, a survey of 53 Cali- 
fornia treatment facilities suggested that women alcoholics were 
less likely to enter programs lacking child care services, professional 
staff, and aftercare programs," the report notes. "Other ban'iers to 
treatment for some groups are language differences and com- 
position of treatment staff. Minority staff members represent only a 
small proportion of the Nation's alcoholism treatment staff. Yet 
another barrier may be financial contralnts. Women and minorities 
are overrepresented In publicly funded facilities and unden^epre- 
sented In private ones. Without programs' sensitivity to the needs of 
these populations, many individuals may fall to seek treatment until 
their alcoholism has reached a severe stage of development." 

Beyond identifying and overcoming barriers to treatment, you 
must also consider Incorporating Into your program culture-specific 
services. iFor example, "some facilities seeking to attract Hispanic 
and American Indian clients are using folk and tribal medicine and 
nature healing approaches as alternatives or adjuncts to traditional 
medical and psychiatric treatments," the report notes. "Counselors 
and other treatment staff members are being matched to the sex and 
ethnic background of their clients." Culture-specific services and 
alternative approaches to treatment require program staff well- 
trained to offer these services and methods. Additional aspects of 
planning treatment programs for members of specific population 
groups are presented In a separate section of this document. 

ADDITIONAL CONSIDERATIONS 

^ There may not be perceived need In a given community for the 
type of alcoholism treatment service you want to provide. Particularly 
in the private sector, part of the initial planning may Include a market 
analysis, seeking to detenmlne whether and how the program's serv- 
ices can be "sold." Many private sector programs have been suc- 
cessful In marketing services to a specific source, such as Industry. 
If such marketing efforts are to succeed, there must be a real need for 

20 

3'6 



the services. This need may not have been 
perceived by businesses, however, thus, 
you may want to build on their needs as- 
sessment data by going on to conduct a 
market analysis. 

While most public sector and non- 
profit programs recognize the need to 
market their services, through outreach and 
awareness activities, they have not always 
identified in a systematic way Just what are 
the most effective ways to reach their target groups. You will need to 
develop an overview df what might be involved in a comprehensive 
outreach and marketing analysis. The elements of such an effort 
might include developing a program image, planning a coordinated 
strategy using the media, targeting outreach and marketing 
messages to specific special population groups, and budgeting. 
Looking at such elements during the planning phase can help to en- 
sure that once your program is under way, you have allowed suffi- 
cient resources and you have a carefully conceived plan to make sure 
those who you want to serve actually take advantage of those serv- 
ices. A detailed discussion of marketing strategies designed to help 
programs target services to specific groups is provided in Program 
Revenue: A Challenge of the Eighties (see Appendix A for ordering in- 
fonmation). 

TRANSLATING NEEDS INTO AN ACTION PLAN 

Once you have defined the nature and extent of alcoholism 
problems in your community as accurately as possible, you can de- 
velop a program plan that reflects the need. According to the New 
York State guidelines, for example, this involves consideration of var- 
ious program options and selection of the most feasible pro- 
gram—that is, a program that has realistic and measurable goals and 
reflects available resources. The advisory committee should be in- 
volved in analyzing the needs assessment data and translating it into 
a program plan. 

Defining what the program will seek to accomplish pemnits an 
examination of alternatives— different ways for reaching the objec- 
tive or goals. In a manual prepared for NIAAA, Management Program 
for Alcoholism Services Projects (see Appendix A for ordering infor- 
mation), five questions that must be answered in developing program 
objectives are identified as follows: 

• What is the impact your program is expected to have oh 
clients? 

• What is the outcome or result you want to obtain? 

• Who is your target population? If there is more than one, 
will there be differing objectives? 

• What is the geographical area you will serve? 

• When will your program accomplish its objectives? 
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Most programs set forth the goal of reducing alcoholism and 
alcohol problems among the population they serve, as measured by 
abstinence from alcohol and Improved social functioning among 
their clients. This broad goal must be translated Into specific objec- 
tives If program planning Is to be realistic. Thus, you might set forth 
as an objective: "To provide Individual counseling services on an out- 
patient basis to 200 clients during the first year of operation." You 
should seek to base estimated c aseloads on the needs assessment 
data, and Identify marketing strategies as well as the types of 
outreach and referral arrangements needed to ensure that these 
clients "find*' your program. The types of treatment and other serv- 
ices you feel are necessary to meet the needs of the target popula- 
tion should also be Identified, with expected timetables and numbers 
of clients to be served detemnlned as specifically as possible. Objec- 
tives must also reflect the ethnic and cultural characteristics of the 
target populations as well as special needs unique to a particular 
subgroup. For Instance, If there are large numbers of elderly citizens 
living In the area you plan to serve, you might set forth the following 
as an objective: "To conduct a half-day awareness/outreach session 
In each elderly housing project and senior citizens center within the 
first 6 months of operation." 

Once the program's philosophy and objectives are clearly 
stated, you can begin to examine alternative approaches to providing 
the needed services. In most cases, the alternatives available will be 
subject to certain constraints— such as legal statutes, regulations, 
and guidelines from funding sources and umbrella organizations. 
Your objectives will lead you to consider how your program can most 
effectively fit Into the existing service delivery system, what setting 
and type of services will be most accessible to and appropriate for 
the target population, and what treatment approaches and type of 
staffing will be necessary to support the objectives. 

It may be that there will not be adequate resources to support 
the program you wish to develop. If so, you might seek additional 
resources, scale down the program objectives, consider a phased 
program development plan, or seek ways to develop more cooper- 
ative relationships with another service provider. It Is at this next 
point In the planning process that you should become very specific 
and realistic about what It will take to Implement a program that will 
meet the objectives you have set. 



Program Design 
Considerations 



The primary goal of any alcoholism program Is to provide 
services to clients. Thus, the configuration of your treatment pro- 
gram will be a major concern. What services will you provide, and in 
what setL'ng? 

Ideally, the full range of treatment services and settings 
should be available to all alcoholics In all communities. Thus, it is 
important to consider carefully existing programs in designing any 
new ones to avoid duplication and ensure that the new program 
complements and is complemented by existing ones. 

As was stated in the Overview, there is no single ''best" 
treatment approach or setting. However, research on the effec- 
tiveness of alcoholism treatment is beginning to show how to 
match clients to the most appropriate treatment setting and serv- 
ice. It is generally recognized that alcoholism is not a unitary 
disease. Accordingly, the emerging model for treatment empha- 
sizes the need for accurate diagnosis and development of an indi- 
vidualized treatment plan that includes improving the clients' 
health, psychosocial functioning, and coping skills, as well as the 
cessation of drinking. 

Often, alcoholic clients will require treatment in a succes- 
sion of settings, moving from detoxification to residential care to 
outpatient care. Thus, programs are encouraged to offer all clients 
access to the full continuum of care. It is seldom feasible for a pro- 
gram to directly provide every service that might be needed by the 
target population; it is important, therefore, that to the extent possi- 
ble, access to a broad range of services be provided through refer- 
rals. 

No matter what the setting, you should consider how your 
program will provide access to the major service elements dis- 
cussed below. 

OUTREACH AND COMMUNITY EDUCATION 

How can a program locate and contact people in need of 
treatment? One way is to establish referral agreements with other 
agencies. However, many clients come to alcoholism treatment pro- 
grams as self-referrals or because of pressure from family mem- 
bers, friends, and employers. It is important, then, for a program to 
maintain an active and aggressive outreach program. Such a pro- 
gram should inform the community at large of the services it offers 
and make contact with those in a position to refer alcoholics from 
special populations most likely to have a higher than average rate of 
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alcohol problems or to be generally underserved by alcoholism treat- 
ment programs. The advisory committee members can often provide 
a new program with entree to such Individuals and organizations. 

Many programs find It useful to contribute to efforts to edu- 
cate the community about alcoholism. Often there Is a voluntary 
group or alcoholism council that operates public education pro- 
grams. It Is Important that you not duplicate such activities, but 
rather support or complement them. Community awareness activi- 
ties might focus on the value of early Intervention, stressing that al- 
coholism Is a treatable disease and that the recovery rate Is signifi- 
cantly greater when people enter treatment before their drinking has 
reached an advanced problem stage. 

This might be followed by (1) visits to local employers to dis- 
cuss ways they can make employee referrals to treatment, (2) appear- 
ances at youth groups, civic groups, and women's clubs to talk about 
the benefits of family Intervention and family support services the 
program may offer, (3) and discussions with "gatekeepers" (such as 
ministers) who are In a position to Identify early signs of problem 
drinking and make referrals. 

Outreach efforts may take the form of consultation to other 
agencies or organizations; you may want to plan to provide seminars 
for health, criminal justice, or social service professionals on how to 
administer alcoholism screening instruments to clients. Such con- 
sultation supports the concept of early Intervention and also pro- 
vides for more comprehensive Identification efforts. All too often, 
alcoholics are not referred to treatment because helping profes- 
sionals are not aware of the symptoms of the disease. 

INTAKE AND ASSESSMENT 

Your program will need to develop an Intake process, to In- 
clude written criteria for admission, procedures to be followed during 
the Initial visit, and the assessment of client needs. The Intake proc- 
ess should ensure that all potential clients are treated in system- 
atic, well-defined manner. 

Specific written criteria for admission are necessary; If your 
program contains multiple treatment components, admission criteria 
for each component should be Identified. These admission criteria 
will be based on the resources of your program to treat clients, and 
should Identify financial requirements necessary to complete the 
program. Criteria may Include provisions regarding involuntary ad- 
missions, repeat admissions of clients who fall to maintain sobriety, 
nondiscrimination based on race, sex, age, national origin, and disa- 
bility, ability of the Individual to assume full responsibility for his or 
her own decisions and actions, and so forth. Denial of admission 
might be based on these criteria: the program is operating at capac- 
ity, none of the treatment services offered Is appropriate to the par- 
ticular applicant, preference Is given to clients unable to pay, prefer- 
ence Is given to clients living within the Immediate neighborhood of 
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the program, or the client's family or living situation Intrudes Into 
the treatment process In a counterproductive way. Referral 
resources for Individuals who are not eligible for services should be 
identified. 

In order to develop an appropriate treatment plan, there must 
be a systematic determination of any emergency medical needs, as 
well as an assessment— using Interviews and screening Instru- 
ments—of the client's drinking history, psychosocial history, and 
medical history. Some programs Involve the entire family In the as- 
sessment, developing a family history of alcohol and other prob- 
lems and exploring family relationships and strengths. 

According to the Program Standards for Alcoholism Treat- 
ment manual. Information to be gathered In the Intake Interview In- 
cludes basic demographic data and referral data. Beyond this, most 
programs will also be Interested In the following areas: 

• Presenting problem 

• Alcohol-drug use and problems/ history 

• Family/Interpersonal history 

• Educatlon/employment/vocatlon/hlstory 

• Medical history 

• Legal history and current status 

• Psychosocial history 

• Psychosexual history 

• History of previous treatment. 

In addition to collecting Information about the client, a poten- 
tial client should receive Information about your program. This orien- 
tation typically should Include Information on program goals and 
rules governing behavior during treatment, services available and 
hours of operation, costs and fees and the responsibility of the client 
for payment, and Information on clients' rights. A thorough orienta- 
tion will ensure that the client's consent to treatment Is an Informed 
process. ^ 

The assessment Information Is often evaluated by a team, so 
that underlying psychiatric and medical problems do not go un- 
detected. The criteria that programs use for assigning clients to treat- 
ment vary widely; however, a widely accepted set of criteria for class- 
ifying alcoholic patients along a number of dimensions Is provided In 
the Diagnostic and Statistical Manual of Mental Disorders (DSM III) 
developed by the American Psychiatric Association. As research 
continues Into how best to match client characteristics and treat- 
ment modalities, such diagnostic classification will most likely take 
on greater Importance. 

The assessment process should also Include sensitivity to 
the special characteristics of certain special populations^ groups. 
While the broad categories listed previously are designed fo elicit ail 
essential infonmation, it is important for intake counselors to be 
aware that certaih groups may be reluctant to divulge pertinent infor- 



mation if not specifically questioned. For example, an elderly client 
may be taking an over-the-counter medication that aggravates the ef- 
fects of alcohol consumption, but might not mention this because It 
Is not a prescription drug. The Hispanic client may take offense at 
questions about family and Interpersonal relationships because of 
strong cultural proscriptions agalns^i sharing family secrets; 
counselors will need to be sensitive to these Issues. 

INDIVIDUALIZED TREATMENT PLAN 

It Is Important that an Individualized treatment plan be devel- 
oped for each client, based on the assessment of his or her needs. 
This plan should Identify specific problems to be resolved during 
treatment, outcome goals, treatment methods to be used to achieve 
the outcomes, and provisions for periodic reviews and updating. 
Client Involvement In the development of the plan Is desirable. 

Each treatment component your program wlil offer should be 
identified and clearly explained in terms potential clients can under- 
stand. Except in cases where the focus of the program Is limited to 
a specific function, you should develop a system and procedures 
for providing clients with access to the full continuum of care, 
either directly or through referral as needed. This includes access 
to emergency medical services, medical or social detoxification 
services, residential care, outpatient care, and aftercare services. 

Beyond the development of an initial plan, there should also 
be a procedure for periodic review of client progress, as well as for 
tracking clients who are receiving services from other agencies. As 
the treatment progresses, a fonnal discharge plan should be devel- 
oped by the client and his or her primary counselor, specifying the 
goals that must be obtained before discharge and setting forth an 
aftercare plan. It is critically important that aftercare planning take 
place while the client is still in treatment, in order to ensure that the 
transition back to the community can be made smoothly. Generally, 
the aftercare plan will include followup visits to your treatment pro- 
gram and participation in an AA group; specialized services may 
also be offered by other agencies. 

TREATMENT SERVICES 

Most alcoholism treatment programs combine Individual 
and group therapy sessions and Include access to support groups 
such as Alcoholics Anonymous. No single treatment approach has 
been shown to be effective with all alcoholic clients, and a relatively 
broad range of treatment modalities are In use. ''Several diverse 
treatments are often delivered within the context of alcoholism 
services, depending on the resources and needs of clients, as well 
as the specific training or orientation of the staff," according to the 
Fifth Special Report to the U.S. Congress on Alcohol and Health. 
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**ln many cases, a combination of therapeutic Interventions Is provided 
to all clients, under the assumption that multiple treatments stand a 
good chance of meeting at least some of each client's needs." 

The report notes, however, that 'In recent years, psychothera- 
peutic approaches have given way to, or have been combined with, 
behavlorally oriented treatment In many settings." Group therapy Is 
frequently Included In alcoholism treatment In virtually all settings 
that provide long-term care, and ofteii focuses on social skills train- 
ing. However, Individual therapy shotild always be available for those 
who need It to develop trust early In the treatment process. This Is 
especially true for certain segments of the population, such as 
women. Pharmacological agents such as disulflram (Antabuse) are 
also widely used In combination with Individual and group therapy 
sessions as a reinforcing factor In maintaining abstinence. 

Increasingly, alcoholism treatment programs are taking a 
holistic view of client needs and are providing access to a broad 
range of adjunct therapies and support services, sometimes through 
referrals and sometimes on site. These Include **creatlve" therapy 
(art, dance, music), recreational therapy, vocational rehabilitation, oc- 
cupational therapy, and a wide range of social service 
assistance— ranging from money management to housing. This re- 
flects the Importance of preparing clients to return to their home en- 
vironment and develop a new way of life; thus, there Is an emphasis 
on developing new skills and abilities and on providing aftercare sup- 
port to prevent the client from returning to an alcoholic lifestyle. Im- 
proved social and emotional functioning are necessary to an alco- 
holic client's recovery. 

In line with this view, many experts have recommended that 
family therapy be provided for alcoholic clients with Intact families, 
traditional and otherwise. While not all programs have the resources 
or staff training to provide such services, the impact of alcoholism on 
other family members and the concept that alcoholism Is a **famlly 
disease" argue for the Inclusion of such services. 

Other services such as transportation, food service at the pro- 
gram site, or child care may also be required. You must consider what 
nontherapeutic elements of service are necessary to ensure that 
clients are able to take advantage of your treatment program. 

REFERRALS 

If clients are to be referred from your alcoholism treatment 
program to another agency, or to another component of the same 
program, it is important for you to consider what procedures will be 
used, what documentation Is required, and what followup by program 
staff will be required. You must consider the staffing Implications of 
referring clients to other community agencies for support services; 
staff time will have to be devoted to developing and maintaining 
referral linkages as well as to follow up on Individual clients with 
staff at other agencies. 
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Your needs assessment will Include the Identification of 
agencies offering services that program clients may require. How- 
ever, some further exploration will be necessary to determine how 
willing such agencies are to accept referrals, their capacity and eli- 
gibility requirements, and the expectations of the referring agency. 
The criteria your program will use to make referrals and the process 
that will be followed to ensure that clients are being served appro- 
priately must also be considered. It should also be recognized that 
developing referral arrangements Is an ongoing process; your pro- 
gram plan should Include ongoing contact between your program 
and the referral agencies, as well as data collection and analysis to 
track client use of specific referral resources. 

Many of the agencies and organizations to which your pro- 
gram refers clients will also serve as a source of referrals to your 
program. It Is Important that you Identify those likely to provide sig- 
nificant numbers of referrals and 1 ictor Into yqur outreach plan an 
agresslve program of contact with these sources. Again, this will be 
an ongoing process— first to make referral sources aware of the 
services your program will offer, &,id later to ensure that they re- 
ceive appropriate feedback (within the limitations of confidentiality 
regulations) on clients they have referred and that the referrals they 
are making are appropriate ones. 

It may be desirable to develop formal agreements with other 
service providers regarding referral procedures, client eligibility, re- 
imbursement for services, and Information sharing. In some States 
formal agreements are mandatory prior to licensing. The advisory 
committee can be helpful In Identifying Important referral resources 
and In facilitating development of cooperative agreements. 
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Administrative and 
Management Issues 

Decisions about the services to be offered and the type of 
care your program Intends to provide will have Implications for a 
broad range of administrative and staffing Issues. You should be 
aware that sound fiscal and operational management procedures 
are necessary to ensure program quality and program survival. And 
the Implementation of such procedures requires careful planning to 
ensure that adequate resources have been forecast. 

The following discussion Is Intended to highlight very gener- 
ally the administrative Issues that must be addressed by virtually all 
programs, In addition to State and professional certification, licen- 
sure, and accreditation requirements. The elements Included In this 
section are drawn primarily from the Program Standards for Alco- 
holism Treatment manual. State guidelines for program planning, 
and suggestions from specialists In developing alcoholism treat- 
ment programs. 

ORGANIZATIONAL STRUCTURE 

Unless your program Is spons d by an existing Incor- 
porated agency or organization, an organizational structure must be 
developed and procedures for Incorporation followed. The organiza- 
tional structure will vary by program type and setting. Documents 
that describe the administrative framework, or In the case of a pri- 
vate agency, a charter, constitution, and/or bylaws that meet State 
legal requirements, are necessary. Most programs have a governing 
body that makes program policy and an executive director who Is re- 
sponsible for operating and administering the program. A business 
manager is a key program staff member as well. Many programs 
continue to have an advisory committee. It is vital to identify the 
lines of authority and responsibility prior to opening the doors of 
your program. 

The governing body. The administrative regulations, bylaws, 
charter, or constitution of your program must define the authority, 
responsibilities, and tasks of your governing body. The governing 
body should function as the agency review board and be distinct In 
composition and function from the operating staff and administra- 
tors of the program. It should exercise authority for the overall con- 
duct of the program, set policy, engage in planning and fundraising 
functions, and review program operations and perfonnance. A func- 
tional committee structure is often used to accomplish these tasks. 
The governing body should establish and regularly review the pro- 
gram's regulations and procedures, as documented In a policy man- 
ual and used as a guideline for the daily operation of the program. 
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There must be written policy for scheduled meetings, quorum re* 
quirements, minutes of meetings, appointment of its members, elec* 
tion of officers, terms of office, size of the group, and appointment of 
committees. This group should issue an annual report summarizing 
the program's activities, accomplishments, financial status, audit 
results, and conclusions of any evaluation studies. 

Who should make up the governing body? There should be 
representation from the community. Community members who can 
provide support to the program in the key areas of fundraising and 
who are in a position to assist the program in developing and main- 
taining relationships with key referral agents should be identified 
and included in the group. Certainly, recovering alcoholics and 
representatives of special population groups to be served by the 
program should be included. People knowledgeable about 
alcoholism recovery will be important contributors. Other sug* 
gested members for the governing body include a businessperson 
or accountant, a lawyer, a banker, and an elected official. Your com- 
munity and particular program goals may suggest additional 
membership needs. 

An active, cooperative governing body is an Indispensable re- 
source to a program and to its administrators. Establishing and main- 
taining a sound working relationship with such a body is an ongoing 
process; one that will change and evolve as your program becomes 
established. Initially, the group may need to convene frequently to 
ensure that program requirements are fully developed and im- 
plemented. A continuing partnership between the goveming body 
and program administrators will require time, commitment, patience, 
and skill. Governing body members and program staff are individuals 
who will bring valuable experience, attitudes, and ideas to your pro- 
gram. In addition, they will bring all the human foiblesHeaiousy, 
anger, rivalry, impatience— to the governing process. Identifying and 
training governing body members is an important and vital task, as is 
recruiting and keeping a qualified executive director for your pro- 
gram. The development of a balanced, mutually supportive relation- 
ship between the governing body and program administrators will be 
a challenge that must be met for program effectiveness. 

Executive director. The separation of policy from daily opera- 
tion and administration of the program is necessary to ensure the 
knowledgeable and sensitive policy guidance of the governing 
body, while allowing for the administrative and management skills of 
the executive director. This dichotomy also allows for objectivity in 
all decisionmaking aspects of program operation. 

The executive director is responsible for implementing bud- 
getary and policy decisions and is typically a full-time staff member. 
This individual will use the policy manual as a framework for the per- 
formance of operational tasks by all program staff. The manual will 
also be the source of documentation for program compliance with 
established standards. 
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Th« Mfloullvt dirtolor should b« knowl«dgMbl« about aloo- 
holism, aleohol'rtlalsd probtwns, and lha raeovary procass. Ha or 
aha ahouM hava admlnlalrallva and paraonnal akilla and axparlanoa. 
Finally, bacauaa lha laval of parformanca of lha lolal program 
dapanda upon tha capacity of Ihia individual, aalacllon of an axparl- 
anoad and ampalhatic paraon wllh much undaralandlng of paopla la 
crtttoal. 

BuilMii m§n^r. Aa alalad aartlar In Ihia gulda, many alco- 
holiam traaimant programa fall bacauaa of poor financial managa- 
mant. II la raoommandad lhat you Include an axpartancad bualneaa 
manaoar on your program ataff. Your program mual ba financially 
aoundandataMa. 

Your program muat hava an accounting and financial managa- 
mant ayatam that aliowa for lha projactlon of ravanuaa and axpandl- 
turaa for aaoh f laoal yaar, procaaaaa for datarmlning, collecting, and 
raporthM any faaa and for analyzing and adjualing axpandlluraa, 
praparatton of ragular financial atatamanta, and Mantlflcallon of 
oott'aaving prooadurM. Tha naad for aatting up an adaquata ayatam 
cannot ba ovaratatad. Third-party payara ara going to aaauma a 
giiaiar futura rola In providing funda for aarvtcaa randarad, ao you 
naad a good f Inanolal managamani ayatam to ahow tham whara tha 
monay w baing apant and how affactlva your program la In treating 
cllanta. Tha bualnaaa manaoar will bring tha aourtd f lacal akilla to ac- 
oompllah thaaa taaka. WoHdng cloaaly with lha axacutlva director, 
thia Individual will ba a key member of the program team, providing 
the governing body and program ataff wHh a adld foundation of 
fiscal control and managenfient 

AtfWaory eommltm. Programa may maintain an advlaory 
oommlttee In addition to a governing body and opemtlona ataff. In 
theee oaaea, the advlaory oommlttee aervee important f unctlona for 
all program entltlee. For example, the advlaory committee can be 
aaked to conduct apeclal community eunreya, develop reoommenda- 
tlona regarding apeclal population groupa, advlae the governing 
group and program admlnlatratora about waya to Improve program 
aerrtoee, help develop end maintain good community contacta, aa- 
alat In the recruitment of vdunteera, and Identify community out- 
reach approaohea and contacta. 

Maintaining an advlaory committee requlrea that you clearly 
Identify the rolee and raaponalbllltlee of thia group. ThIa effort will 
help eneura that the llnee of authority within your program generate 
mutually aupportlve and beneficial reauHa-eeparatlng advisory in- 
put from polley development and program review from the day-toKJay 

STAPFINO AND FEMONNEL MANAGEMENT 

A ataffing plan that eupporte the program goala and the serv- 
icee to be offered hae to be developed. It la Important to decide 
what typee of profMelonal ataff will be needed to deliver all of the 
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planned services, and to develop labor hour estimates that Include 
time for ongoing training and administrative and supervisory duties. 
As noted earlier, a wide range of Individuals are involved In provid- 
ing alcoholism treatment services— from physicians to social work- 
ers to certified alcoholism counselors. Most programs employ a 
multldlsclpllnary staff, and most Include alcoholism counselors 
who are recovering alcoholics. It Is also advisable to select staff 
who represent the demographic and cultural mix of the prospective 
clients. Many States have requirements that certain types of staff 
be assigned certain duties In treatment programs, and such regula- 
tions should be explored. In addition, you should also review cre- 
dentlallng requirements for alcoholism counselors In your State; a 
model set of credentlaling standards has recently been Issued by 
NIAAA and might be useful to you In developing hiring criteria (see 
Appendix A for ordering Information). The Program Standards for 
Alcoholism Traatment manual calls for programs to require 
counselors to be credentlaled or to be working toward that status; 
In States where no credentlaling process is available, the manual 
suggests that the program set minimum standards for Its coun- 
selors. 

Parsonnal pollclas and pracf/ces. Good management does 
not happen without good planning. Thus, It Is Important to consider 
the resources necessary to ensure effective supervision of profes- 
sional and nonprofessional staff. Personnel policies and proce- 
dures have to consider the following: employee recruitment, bene- 
fits, and promotion; training and staff development; safety and 
health; employee assistance; disciplinary systems, suspension, 
and termination; grievance mechanisms; wages, hours, and salary 
administration; rules of conduct; performance appraisals; and equal 
employment opportunity (EEO) and affirmative action policies. The 
written Job description of each position should specify credentials 
required for employment In that position and the general duties and 
responsibilities, minimum levels of education and training required, 
related work experience required, reporting and supervisory respon- 
sibilities, and salary range of the position. 

Supervisors and managers should be provided with basic 
Information on how to Interview and recruit staff, how to set perfor- 
mance standards, and how to provide performance reviews. It Is Im- 
portant to recognize that particularly In the human services, mana- 
gers and supervisors may not have had any academic training In 
management techniques. Therefore, your program may need to pro- 
vide for such training. 

Training and staff developmant. Ongoing training of staff Is 
generally recognized as essential In programs providing direct 
services to alcoholics. This may be accomplished through an In- 
service mechanism, or through program-supported attendance at al- 
coholism training programs. If an In-service program Is anticipated, 
you will need to consider who will perform the training, how the 
service program will be operated while staff participate In training. 



the subject areas to be covered In training, and how the successful 
completion of the training will be measured. 

Use of volunteers. Traditionally, the alcoholism field has 
made greater use of volunteers than have most other healthcare 
services. If you anticipate using volunteers In any capacity, It Is Im- 
portant to develop detailed guidelines regarding how they will be re- 
cruited, screened, supervised, and used. In addition. It will be nec- 
essary to develop a volunteer training program; particularly when 
volunteers Include "alumni" of the program. It Is Important to define 
clearly the role they are to play, to whom they are to report, and the 
nature of their Interaction with staff and clients. It Is also important 
to consider carefully how volunteers will be systematically provided 
with feedback. 

When clients are Involved as volunteer peer counselors as 
part of their own treatment process. It Is Important to establish con- 
trols that safeguard clients' rights and ensure that such work com- 
piles with local. State, and Federal laws and regulations. Compen- 
sation may consist of services rendered by the program. However, If 
the client Is filling the function of a paid position, It will be neces- 
sary to piovlde a wage. 

You should also Investigate Insurance coverage and legal re- 
qulrents that will protect the program against claims resulting from 
actions or Inaction of volunteers. A personnel recordkeeping sys- 
tem should be established for volunteers, Just as for paid staff. De- 
pending on the scope of the program's Intended use of volunteers. 
It may also be advisable to develop a volunteer recruitment plan. A 
great deal of Information has been developed on the use of volun- 
teers; Appendix A provides several references that offer sugges- 
tions for recruiting, training, and managing volunteers. 
RECORDKEEPING AND REPORTING 

Procedures for clinical recordkeeping will need to be estab- 
lished an J forms developed, specifying what Is to be Included In the 
clinical records, who is to make entries, when they are to be made, 
who will review them, when they will be reviewed, and mechanisms 
for their safekeeping. Programs must ensure that they comply with 
Federal confidentiality regulations (43 C FR Part 2) and authorizing 
legislation (42 U.S.C. 2g0dd-3). 

In addition, you must meet the need to collect and report data 
required by licensing and funding sources. As noted In the Program 
Standards for Alcoholism Treatment manual, "virtually any funding or 
licensing source requires that reports be submitted on a periodic 
basis. Governmental agencies may require a monthly progress report 
along with a report of financial transactions. Foundations may re- 
quire only a quarterly report and a final report. Insurance canriers may 
require only an annual cost report." You must consider such issues 
as who will develop reports and what sort of review process will 
precede submission. "Reporting requires a substantial outlay of time 
and money," the manual observes. "Programs should budget and 
plan accordingly." 

33 



PROGRAM EVALUATION 

The data collected as part of the required recordkeeping and 
reporting activities will also be useful In ongoing program evaluation. 
This will entail analysis of overall program effectiveness and Identifi- 
cation of areas needing refinement, based on sluch data as number of 
clients served, types of services provided, attrition, client outcome, 
followup outcome, and staff utilization. There should be an ongoing 
evaluation of whether the program Is actually meeting the goals 
established at the outset of the planning process. You must consider 
what data should be collected, what methods will be used, how pro- 
gram activities will be documented, who will collect the data, and 
who will perform the analysis. An analysis framework should be 
developed that describes how data are processed and analyzed, the 
procedure for measuring program outcomes, how data are used to 
measure each of the program's goals and objectives, and how the 
cost effectiveness of the program will be assessed. 

Evaluation data are critically Important to the long-tenn suc- 
cess of your program. Such data ensure that successful aspects of 
the program are identified and continued and that problem areas are 
Identified and remedied. The governing body, advisory committee, or 
both may play a role In reviewing the evaluation data and revising pro- 
gram policies and directions on the basis of the findings. 



QUALITY ASSURANCE 

You must consider development of procedures to assure 
quality of treatment services, medications dispensing, and food 
services as well as the protection of clients' rights. Methods for 
Identifying utilization-related problems should Include the follow- 
ing: written criteria for appropriateness of admissions; criteria for 
services continued beyond the program's established nomrial time- 
table; procedures for Identifying and correcting delays in the provis- 
ion of services; and documentation of the program's utilization 
review conducted on a periodic basis. According to the Program 
Standards for Alcoholism Treatment manual, ''utilization reviews 
ensure that the services provided by the program are effective and 
appropriate, to the specific needs of the program's clients. Such 
reviews Involve studies of the effectiveness of each service pro- 
vided and of the overall efficiency of the program in accomplishing 
Its objectives. Utilization review Is a primary cost-containment re- 
quirement of third-party payers." 

As part of this ongoing monitoring process, you need to 
Identify methods to ensure that medications are administered In ac- 
cordance with accepted and statutory clinical practice under the 
authority of a physician. In addition, programs that administer medi- 
cations must have written pharmaceutical standards, as well as pol- 
icies and procedures to ensure that medications are stored, 
dispensed, and administered in accordance with accepted pharma- 
ceutical standards, rules, and regulations. 
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Programs that provide dietetic services must estabiish proce- 
dures and plans for meeting nutritional goais for program clients, de- 
veloped with review and approval by a qualified dietitian and provid- 
ing for the special needs of specific clients and the maintenance of 
special dietetic infonnation in client records. Programs offering 
transportation services must establish safety and management 
guidelines. 

In order to ensure that client rH,hts are protected, you should 
develop policies regarding use of physical restraint, use of client 
labor, mechanisms for review of complaints of alleged neglect and 
abuse of clients, and participation of clients in research. Recom- 
mended policies and review procedures related to these areas are 
included in the program standards manual. 



FACILITIES AND LOCATION 

Locating a site and facility within the community that can ac- 
commodate your program requires that it be accessible to the target 
populations the program may serve and that it meet applicable 
State and local fire, safety, health, and building codes. Compliance 
with local zoning ordinances Is often necessary also. Meeting licen- 
sing and zoning requirements can take months depending on your 
local environment. When Inpatient or residential services are to be 
offered, compliance with additional State regulations will doubtless 
be necessary. 

You must also recognize that your program location and fa- 
cility will exist within a broader community environment. Your com- 
munity outreach activities, needs assessment, and planning pro- 
cess will help you secure the support of surrounding neighbors, 
other service agencies, and the business community for the loca- 
tion of your program. Securing a lease, purchasing a site or facility, 
or construction of a facility can be greatly expedited with the assist- 
ance of a banker and lawyer who are members of your governing 
group. Careful Inspection of the condition of an existing building is 
also necessary so that you Identify and plan for all needed Improve- 
ments, maintenance costs, and expansion needs. 

In selecting a site, you should plan for a well-lighted, cheer- 
ful environment, readily marked and inviting to clients and their fam- 
ilies. You should see that adequate private space Is available to en- 
sure the confidentiality of counseling sessions, that an area suffi- 
cient to accommodate group counseling Is available If needed, and 
that administrative areas are provided for. The JCAH manual identi- 
fies In detail the facilities requirements alcoholism programs must 
meet In order to receive accreditation. 

FUNDING AND FUNDRAISING 

Critical to program planning Is the answer to the question. 
Where will the money to run the program come from? The needs as- 
sessment Information and Input from the governing group and/or 
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the advisory committee can be expected to provide some leads to 
programs not seeking public funds or seeking to supplement public 
funds with money from other sources. Part of your program plan 
should be a development plan Identifying the tasks, timetable, and 
responsibility for program development, or fundralsing, activities. 
Fundralsing Is an ongoing process, and time and resources must be 
invested In this aspect of program operation. Because fundralsing 
has become a major concern of alcoholism treatment programs In 
the 1980s, a numberof guides on the topic are available (see Appen- 
dix A for ordering Infonnatlon). 

The visibility and credibility of your program In the commu- 
nity will be a significant factor for successful fundralsing efforts. 
Potential donors must have confidence In your program and believe 
that the services you provide are worthwhile and beneficial. In addi- 
tion, you must define your fundralsing needs and goals, whether for 
special projects, expansion of facilities or services, or ongoing op- 
erational revenues. Once you have determined your needs and 
goals, there are manyapproaches you may take to raise necessary 
funds. Members of your governing body. In particular, should sup- 
port your program In this area through the recruitment of Individuals 
who can raise funds for your program, through awareness of where 
local. State, or other funding lies and the ability to access that fund- 
ing, or through direct contributions. Examples of some fundralsing 
approaches you might explore Include these: 

• Use of the local med/a— public service announcements on 
radio and television, talk show appearances, news articles 

• Public appearances— speaking engagements before com- 
munity and religious groups, service clubs and commis- 
sions, and at conferences 

• Paid acfverf/s/ng— signs on buildings or In other facilities, 
billboards, telephone directory ads, newsletter and com- 
mercial paper ads, television and radio ads 

• Direct ma//— letter solicitations targeted to specific 
groups such as lawyers, physicians, and country club 
members with followup telephone contact 

• Personal confacf— contact with Individuals by members 
of the governing group, advisory committee, or others re- 
cruited to raise funds. 

In addition to seeking outside funding, you should also seek 
to project expected revenues from reimbursement for services, and 
to develop program procedures that will maximize such reimburse- 
ment. The Imposition of client fees Is an appropriate way to gener- 
ate revenue for many programs. Fee schedules that are consistent 
with other local service providers should be maintained. Sliding 
scale fee systems are widely used. Any program billing structure 
must be consistent with the program philosophy and goals, applied 
consistently, and approved by the governing body. 
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The Program Standards for Alcoholism Treatment manual 
recommends that programs routinely gather Information about re- 
imbursement and then Identify and garner third-party dollars. "In a 
practical way, programs should become familiar with the coverage 
and benefits offered by local businesses and manufacturers. Insur- 
ance plans for local government employees should be reviewed. 
Changes In medlcare/medlcald rules and regulations should be 
monitored. The program should maintain and periodically update a 
list of third-party payers, Including a schedule of benefits and eligi- 
bility requirements; determine eligibility of all clients for third-party 
coverage; make sure to bill all third-party payers under legal obliga- 
tion or authorized to pay all or part of fees for service; monitor and 
follow up on third-party billings; Identify potential clients eligible 
for reimbursement; and actively market services to clients eligible 
for reimbursement." 



BUDGETING AND COST ACCOUNTING 

Development of a realistic, conservative budget Is critical to 
program success, according to most experts. You must look very 
carefully at the expected revenues and the anticipated expenditures 
and make adjustments In the scope of the program as necessary. 
The budget process should Involve the governing body, the execu- 
tive director, and the business manager. Periodic reviews of the 
budget should be part of the operating procedures of the program. 

in order to carefully monitor the budget, cost accounting and 
tracking systems must be developed and Implemented. These In- 
clude a system for tracking program costs per unit of service, so 
that the executive director can determine if certain types of services 
are disproportionately costly In relation to other program compo- 
nents; this information also provides a basis on which fees can be 
developed. AddltlonaS Information on the procedi- o3 to follow in 
developing cost monitoring and fee systems Is available In the pro- 
gram standards manual. This document also contain 3 a section out- 
lining desired practices In budgeting and cost accoi nting, covering 
the following areas: preparation of annual revenue and expense 
budgets; liJqntlfyIng funding sources and procedures for monitor- 
ing both revenues and expenditures; establishing a : rmal process 
for forecasting cash flow; choosing an establlsheo accounting 
system that will document all transactions; establishing proce- 
dures for tracking staff time; developing contracting procedures to 
ensure that consulting and cooperative agreements e.-. . jlf Hied and 
developing cash handling controls; ar.J r.ialntalnln^ ecords neces- 
sary to comply with audits and to conduct per' rtif anclal audits. 



37 

3 47 



In addition, NIAAA has developed a ''turn-key" accounting 
system for alcoholism programs providing outreach, referral, and 
counseling services. This "turn-key" system Includes procedures 
and forms that most programs can put Into place with no modifica- 
tion. A cost accounting manual Is also available from the American 
Hospital Association that provides a standardized system applica- 
ble to many treatment programs (see Appendix A for ordering Infor- 
mation). 



38 

48 




Serving 
Special 
Populations 



49 



special Populations 



Untreated alcoholism has devastating health and social con- 
sequences for Its victims, their families, and their communities. Re- 
search suggests that members of a number of population groups, 
defined by sex, age, race, and ethnicity, may be particularly under- 
served by alcoholism treatment programs. These groups Include 
elderly people, women, youth, black Americans, Hispanic Ameri- 
cans, the multldlsabled, Asian/Pacific Americans, and American In- 
dians. The planning for and operation of any alcoholism treatment 
program will require consideration of the special needs of these un- 
derserved and at-risk populations. 

This section briefly highlights research fir ilngs and actual 
program experiences that are applicable to treatment program de- 
velopment for underserved populations. You may decide that your 
program will focus on one or more of these potential client groups. 
Realistically, all programs must be prepared to serve individuals 
from many walks of life. 

The Infomnation previously presented In this guide on plan- 
ning, development, and operation of an alcoholism treatment pro- 
gram Is fully applicable to programs serving all client groups. 
Reaching and serving special populations, however, will require the 
removal of unique barriers and an awareness of needs that, once 
met, will enhance your program's effectiveness. Also, statements 
about the practices, beliefs, and values of particular special popula- 
tion groups may be applicable to many if not all groups of In- 
dividuals regardless of ethnicity and cultural background. Such 
statements are made In light of research and experiential evidence 
of their particular significance for treatment programming for cer- 
tain populations. 

This special populations section presents Information on 
needs assessment, outreach, treatment considerations, and special 
administrative issues specifically pertinent to elderly people, youth, 
the multldlsabled, American Indians, black Americans, Hispanic 
Americans, Asian/Pacific Americans, and women. Appendix A In- 
cludes references to a variety of materials that can provide you a 
great deal of additional information. Organizational resources listed 
In Appendix B can also help you tailor alcoholism treatment to spe- 
cial client groups. 
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Elderly 



NEEDS ASSESSMENT 

Despite the fact that drinking appears to decrease with age, 
there are still a significant number of elderly who are problem drink- 
ers. Estimates of alcohol problems or alcoholism In the general 
population of elderly range from 2 percent to 10 percent. Identifying 
alcohol problems among elderly people Is especially difficult, 
however, because many of the indicators that apply to the general 
population are not as applicable to the elderly population. Physicians 
often misdiagnose alcoholism in elderly patients since the symp- 
toms are very similar to those associated with other conditions more 
frequently experienced in old age, and the attitudes of many 
caregivers result In a failure to translate awareness of drinking pro- 
blems In an elderly client Into diagnosis and treatment. In addition, 
older people may be protected by family members reluctant to ad- 
dress alcohol problems. You may be confronted with a population at- 
risk that Is hidden and undetected. As a result, you can take a variety 
of approaches to needs assessment. Including use of existing 
sources of demographic data that may be available from local plan- 
ning agencies and tho State Alcoholism Authority. Reviews of hospi- 
tal records, reviews of police arrest data on the aged arrested for 
public drunkenness or driving while Intoxicated, and surveys of local 
agencies serving the aged or the alcoholic may help to Identify the 
nature and scope of the problem of alcoholism among elderly people 
In your community. 



OUTREACH 

Since the elderly problem drinker Is difficult to Identify, you 
will be particularly challenged to develop effective outreach and 
community education methods. Outreach activities might Include 
education to heighten the awareness of caregivers who frequently 
come into contact with elderly people so that they will consider the 
possibility of alcohol-related problems and make appropriate inter- 
ventions or refenrals. Health aides and home care workers who go In- 
to the elderly person's home need to be aware of symptoms of alco- 
hol abuse. Hospital social workers and discharge planners are other 
caregivers to be Infonned about alcohol abuse among the elderly 
population. Information campaigns might also be directed to family, 
friends, neighbors, and associates of elderly people to heighten their 
awareness of the symptoms of alcohol abuse and to Inform them 
about how to obtain help. 
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Outreach and education might use 
the resources of volunteer groups such as 
the Retired Senior Volunteer Program 
(RSVP), the American Association of 
Retired Persons (AARP), and the Gray Pan- 
thers. Audiovisual materials, posters, and 
Information booklets can also be made 
available at places frequented by elderly 
people, such as launde^^ettes, bingo par- 
lors, restaurants, and drugstores. Public 
service announcements on television have 
been effective In reaching the elderly population and can be targeted 
to adult children and spouses of elderly alcohol abusers as well. In- 
formation can also be presented directly to elderly populations 
through nursing homes, retirement communities, senior centers, 
golden age clubs, and church groups. Public housing In some areas 
may house a number of elderly people at risk for developing alcohol 
problems, and would be another site for awareness campaigns. Out- 
reach and awareness programs to elderly people In rural communi- 
ties may differ greatly from those used In urban areas. Residents of 
rural areas may be less likely than their urban counterparts to use 
social service agencies or to accept help and Intervention by out- 
siders. Experts In rural programming stress the need for more Infor- 
mal Information efforts, noting that community opinion leaders may 
or may not be the area's appointed leaders. 

TREATMENT CONSIDERATIONS 

Involving elderly clients In planning their treatment Is very de- 
sirable, both as a means for gaining cooperation and for restoring 
self-respect and self-esteem. Treatment plans might Involve con- 
tracting with the client for specific goals and subgoals, and setting 
approximate timetables for their achievement. Planning dally sched- 
ules for work, rest, and therapy or group meetings Is helpful, as large 
blocks of unscheduled time should be avoided. Elderly persons In 
particular may need help In finding positive ways to use time formerly 
scheduled around work and family activities. Aftercare planning Is 
considered crucial by experts, and this early client Involvement lays 
the groundwork for the client's discharge from the program. 

Elderly people may require the full range of services needed 
by other alcoholics: detoxification facilities, residential and outpa- 
tient care, alcohol education, and Individual and group therapies. The 
therapy of elderly alcoholics should differ In emphasis, however. In 
that a relatively greater need exists for a wide range of medical serv- 
ices, social therapies, and assistance services. 

Medical services can range from acute to long-tenfn care. 
Awareness and management of drug use, nutritional requirements, 
and chronic health conditions may be needed. Treatment of elderly 
clients should emphasize group and recreational therapy techniques, 
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since the support provided by others may 
be a criticai eiement for recovery. Speciai- 
ized groups for eiderly ciionts may inciude 
exercise and relaxation, and assertiveness 
training. Involving recovering eiderly alco- 
holics in the treatment programs of other 
elderly alcoholics may be helpful. Elderly 
clients report that such contact Is highly 
beneficial, particularly in the early stages of 
treatment when denial and feelings of guilt 
and shame are paramount. 

The presence or absence of family Involvement with an eiderly 
alcoholic's recovery is an important indicator of successful treat- 
ment. The family should not be narrowly defined as blood relatives as 
Is usually applied to younger alcoholics. Family substitutes are cru- 
cial to the well-being of an elderly person whose original family may 
have been scattered or lost through separation or death. Outreach 
and education efforts for these family members are necessary as 
well. 

Elderly alcoholics often require help ranging from housing to 
hearing aids. Linking the service systems for the alcoholic and for the 
aged will help establish a complete treatment care continuum for 
each client. The agencies with which such relationships should be 
established can be Identified through community service directories, 
community agency surveys, and senior citizens councils. 

In addition to treatment designed to their special needs, eld- 
erly persons require strong aftercare services. Effective foilowup and 
aftercare may include home visits by your staff, friends, and neigh- 
bors. Outpatient programs that focus on building social supports and 
developing new relationships are suggested. Treatment specialists 
also note that there should be an emphasis on the reintegration of an 
elderly client Into the family where possible; support for the elderly 
person In organizing leisure time; recognition and development of 
long-unexpressed talents, hobbles, and skills; and management of 
discretionary funds. Other suggestions inciude group activities for 
some clients. Involvement In "alumni" groups who provide transpor- 
tation and emotional support to the elderly where necessary, and in- 
volvement In AA meetings. 

ADMINISTRATIVE ISSUES 

There ^re a number of practical considerations in offering ef- 
fective treatment services for elderly people. Your treatment site 
ideally should be accessible via public transportation and provide for 
ease of access by those who have physical restrictions. Safety Is an- 
other concern of elderly people, who may be afraid to leave their 
homes after dark. Treatment centers located In high-risk neighbor- 
hoods might offer an escort to the program or offer daytime counsel- 
ing to elderly Cilents. Former clients may be recruited to serve as 
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hosts and drivers, and volunteers or agencies providing service to the 
aging may assist with transportation and organizing carpools. 

Elderly clients may be financially unable to pay for treatment. 
Your alcoholism center must be familiar with sources of funding 
through medicare, medicaid, Title XX, other State sources, private In- 
surance coverage, and other community resources. It may also be 
necessary to provide elderly clients with assistance In completing 
the forms necessary to receive coverage or reimbursement. 

With respect to staffing, experts report that volunteers are 
particularly useful In serving elderly clients. These volunteers can 
supplement the services of your program during the early stages of 
treatment and In the critical aftercare period. The elderly alcoholic 
gains opportunities to socialize, develop new skills. Increase under- 
standing and awareness of alcoholism, and enhance self-esteem 
through the contact and support provided by volunteers. 

A major factor In diagnosing. Intervening with, and treating 
elderly alcohol abusers Is the attitudes of caregivers. Both the alco- 
holism worker and the geriatric worker require knowledge of and 
sensitivity to the social, psychological, and physiological aspects 
of the aging process as well as the course of alcohol abuse. Thus, 
staff training sessions should focus on such Issues. 



45 54 



Youth 



NUOt AMIMMINT 

National turvcyt Indloat* that almoat ona In thraa youth 
oouM ba olaaalflad aa an alcol>ol mlauaar or problam drinkar. AIco* 
hd mlauaa or praMam drinking among adolaaoanta la mora oftan 
aaaooMad with apiaodle, haavy drinking than with alcohollam. 
Taanaga problam drinkart uaually do not auffar from tha many 
phyaloai dlaabimiaa aaaoolatad with alcohollam, but thay do ax- 
parlanea olhar aav«ra, aouta oonaaquanoaa auch aa aarloua traffic 
aeoManta, trouMa in aohool, and difflcultlaa In ralatlonahlpa with 
paara and thair famlllaa. 

Tha axtant of aloohol uaa and proMama among youth haa 
baan wall doeumantad In a varlaty of national atudlaa. Idantlfying 
tha adolaaoant aloohol abuaar at tha community laval may ba ad- 
draaaad by aurvoytng aganolaa, aohool offlclala, youth oraanlia* 
tlona, and haalth oantara providing aarvicaa to youth or involvad In 
youthnalatad aothdUaa. Data on youth-ralatad traffic accManta, 
court rafarrala, and dallnquancy rataa and crima, aa wall aa truancy 
rataa may ail pfovMa Important Information ragarding youth prob- 
lam drinking. 

In addition, you ahouM ba awara that tha chlldran of alcohol- 
loa ara at high riak for davaioping problam drinking. Thaaa chlldran 
ara mora INcaly to hava aohool problama, diaplay antlaoclal bahav- 
lor, and hava lowarad aaif-aataam. 

OUmiACH 

in apita of Inoraaaing ooncama vdcad ovar tha conaa- 
quanoaa of adolaaoant aloohol mlauaa, human aarvloa orofaa- 
alonaia oontinua to hava problama raaohing and traating thia popu- 
lation. A malor raaaon la that young paopla oftan do not aaa thaIr 
aloohol uaa aa a problam. Evan whan youthful aloohol abuaara do 
aaak halp. many ara unawara of tha varloua aarvicaa avallabia to 
tham; othara rafuaa to go to aataMlahad aganolaa out of mlatruat, 
ambarraaamant, or ailanatlon. Still othara faar parantal raactlona If 
thaIr problama ara ravaalad. 

Aa a tiaalmant program plannar, than, you muat daviaa maana 
of raaoMng out to thaaa youth who may ba unmotlvalad or raluotant to 
uaa aMHiMa aaivioaa. Ona affaotlva approach la to oonaMar davaiop- 
ing youth programa In wtiloh thara ara a wMa ranga of profaaalonal 
aaivloaa a v allabia and opportunHiaa tor paraonal growth, aduoatlonal 
and vocational davalopmant, raoraaUon, and onatlva axpraaalon. By 
offarlng auch halp, your progrm can riach and invdva a larga group 
of youth who ara aloohol uaan. ProvWkig aloohol traatmant within tha 
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context of a youth center has another appeal to young people. It pro- 
videe nonstlgmatlzing access to alcohol*related services. 

It Is also essential to make special outreach efforts to ado* 
lescents. One of the most effective ways of reaching young people 
Is to have members of the treatment program tell their friends about 
It. Some programs go Into the community to reach young people. 
Mobile units or staff go to shopping centers, parks, recreational 
areas, or other places where young people congregate. They often 
use music as a vehicle for Initiating communication, and later die* 
cuss Issues or problems of concern. Community outreach pro- 
grams have successfully recruited sports figures as well to attract 
youth to alcohol education events. 

8chool*based outreach and education programs have been 
Increasingly successful In helping youth alcohol abusers. Recog- 
nizing that adolescents may not want to discuss their problems 
with adults, trained peer leaders provide support and referral serv- 
ices and help organize educational programs within the schools. 

Outreach must also be targeted toward professionals who 
work with youth. Teachers, recreational workers, family planning 
counselors, and others need to be prepared to deal with the prob- 
lems related to alcohol. These contacts also serve to develop a net- 
work of agencies that can work In an integrated fab^ion to help 
youth Wiih their problems. 

TREATMENT CONSIDERATIONS 

Adolescents may reach a treatment program through a vari- 
ety of pathways: self-referral, or referral by schools, hospitals, the 
police, the court system, physicians, or family members. Typically, 
intake and assessment includes routine psychological and physical 
workups. Family members may also participate in this assessment 
process in order to find out as much as possible about the adoles- 
cent and the issues surrounding their child's or teenager's chemi- 
cal use, to receive support and Information on how chemical de- 
pendency affects the family, and to gain a solid impression of what 
their role will be throughout treatment. In addition, program staff 
may want to gather information from ac many other sources as 
possible^school, friends, court system, and family physician. 

While alcohol and other drug problems will be directly ad- 
dressed in the treatment plan, they are to be viewed as part of a lar- 
ger cluster of problems for most adolescents. Thus, treatment plans 
may focus on educational and vocational issues, as well as feel- 
ings, conflicts, and behavior patterns. Many programs also focus on 
strengths in addition to problem areas in an effort to encourage 
youths to develop these strengths as well as to remediate prob- 
lems. 

Experience has indicated that the availability of a compre- 
hensive range of services and activities is essential for effective 
treatment of youth with alcohol-related problems. In setting up serv- 
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ices for youth, It Is Important to remember that adolescence Is a pe- 
riod of rapid growth and development. Youth expend considerable 
psychic and physical energy during this period of change, and many 
experience personal, Interpersonal, or environmental problems that 
Interfere with their development. 

Basic professional services In mental health and physical 
health are necessary. Mental health services may Include testing, 
crisis Intervention, Individual as well as group counseling, peer 
counseling, and theme-centered groups. The availability of family 
therapy and counseling In youth programs Is very Important, for It Is 
often within the family context that many of the antecedents of al- 
cohol abuse are established and patterns of abuse and other self- 
destructive behavior are learned. Family members' Involvement In 
treatment can also help ensure that youths return to more func- 
tional home environments. 

In addition, a range of activities that provide opportunities 
for personal growth, recreation, creative expression, and educa- 
tional and vocational development should be available. For exam- 
ple, career counseling services for youths may help resolve the 
problems they have had In school and assist youth In making 
realistic career choices. Some youth In treatment will have dropped 
out of school and will benefit from Instruction geared toward their 
specific educational needs. Youth may benefit from advice, 
counseling, and representation on legal problems and In civil and 
criminal cases. Special emphasis should be given to educating 
young people about their rights and responsibilities under the law. 
Your treatment program can also develop special workshops that 
help substance-using young people and their families understand 
the adolescent developmental process. Issues regarding their 
developing sexuality are often paramount with young people and 
can be a focus of Individual and group sessions as well as seminars. 
Ethnic and cultural enrichment workshops and special events can 
develop adolescent awareness and pride In their own heritage. Ac- 
tivities that offer young people the opportunity to engage In con- 
structive physical activities and to establish positive peer relation- 
ships should also be part of your overall treatment program. Youth 
work and leadership training activities can be developed for youth 
who are seeking opportunities to be of service to others. Adoles- 
cents can assist staff, take part In outreach activities, provide Intro- 
ductory Information about programs, orient new clients, or tutor 
peers. 

As part of an aftercare plan, many existing programs require 
attendance at AA meetings or other self-help groups. Frequently spe- 
cial aftercare groups are formed. These groups can provide 
reassurance and support to young people In coping In a more 
autonomous way with the dally problems that life presents and In 
maintaining a new and constructive lifestyle. Care must be exer- 
cised, however, not to make the adolescents dependent on your pro- 
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gram and Its staff, thereby robbing them of the opportunity to be 
autonomous. 

ADMINISTRATIVE ISSUES 

If your program will offer services to youth, you must be cogni- 
zant of a number of Issues that are particularly Important In getting 
young people to seek and complete treatment. Many young people 
will avoid programs for which parental consent Is a requirement. 
Parents should be Involved In the treatment process, but the require- 
ment of parental consent does not necessarily assure parental In- 
volvement. Parental Involvement should occur when It Is appropriate 
and when youth kje willing to have this Involvement; If It Is forced, 
your program may have difficulty In reaching adolescents. The cost 
of services also limits alcohol treatment services for youth and Is 
related to confidentiality and parental consent. There Is no simple 
way to collect fees from youth In a manner that does not Jeopardize 
confidentiality or does not become a barrier to continued program In- 
volvement. 

Physical location Is also Important. Programs for youth 
should be located In areas easily reached by public transportation 
and highly frequented by youth. The hours of program operation will 
also affect accessibility to youth. Because young people are often re- 
quired to be home during the evening hours, activities and programs 
specifically for this group should be planned for the afternoon. Youth 
who have left school may be a target group for your treatment pro- 
gram. For those youths who are working, tiexible program hours may 
be necessary. The appearance of the facility can also effect the ac- 
cessibility of a program. The design should be attractive to youth 
with bright colors, posters, and a relaxed atmosphere. 
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The Multidisabled 



NEEDS ASSESSMENT 

More than 36 million people in this country are physically or 
mentally disabled, and there Is growing evidence that this popula- 
tion Is particularly vulnerable to alcoholism and related problems. 
Until recently, the multidisabled alcoholic person has been largely 
overlooked, both by the rehabilitation services system and alcohol- 
ism agencies. Failure to Identify and treat alcoholism may well con- 
stitute a serious Impediment to successful rehabilitation. 

A number of local surveys and research studies have indi- 
cated that alcohollsm«-at least for some groups of disabled peo- 
ple—may be much more prevalent than among the general popula- 
tion. Assessing the needs of the multidisabled at the community 
level will require the Involvement of existing treatment programs, 
organizations of the handicapped, rehabilitation agencies both pub- 
lic and private, and health care providers. 

OUTREACH 

Increasingly, existing alcoholism treatment programs, reha- 
bilitation agencies, and vocational programs for the multidisabled 
are recognizing the need to Identify and treat alcohol and other 
substance abusers among their client groups. The disabled receiv- 
ing treatment within a spinal cord Injury rehabilitation center, for ex- 
ample, can benefit from the alcohol unit within this center while 
receiving ongoing physical and occupational therapy. When dis- 
abled people become substance abusers (or when substance 
abusers become disabled), there Is seldom an alcohol or drug abuse 
treatment program' available that can help them. 

Overcoming the barriers to treatment for the multidisabled 
necessitates the education of the substance abuse and rehabilita- 
tion communities, as well as outreach to the disabled individual. 
The multidisabled substance abuser Is caught In the gap of serv- 
ices. Rehabilitation agencies Ignore them on the grounds that they 
do not understand substance abuse. Substance abuse agencies, on 
the other hand, often Ignore them on the grounds that they do not 
understand the nature of disabilities. The training and education of 
these professionals toward the Integration of service delivery for 
the multidisabled can be an essential element In effective treat- 
ment and recovery. In addition, the disabled person Is frequently 
isolated and frustrated In attempts to seek help. Preconceptions 
about disabilities, stereotyped responses. Inaccurate knowledge, 
and erroneous belief systems all play a part In Influencing the be- 
havior of the disabled. Outreach efforts to these individuals are 
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essential and may Include presentations, programs, and coordinated 
projects within rehabilitation agencies, advocacy groups for the 
disabled, the Veterans' Administration and the Social Security Ad- 
ministration, and through other agencies serving the multldlsabled. 

TREATMENT CONSIDERATIONS 

Important to treatment planning for multldlsabled clients Is 
the early Identification of alcohol abuse. Ideally during the evalua- 
tion Interviews and treatment planning provided by rehabilitation 
agencies, physicians, or other groups. Seldom Is alcoholism Infor- 
mation recorded on client Intake fonns, however. Participating In a 
separate alcoholism treatment program at the same time clients are 
Involved In a rehabilitation program may be considered too taxing 
for some Individuals. In other cases, rehabilitation activities can be 
used as a means of resisting recognition of an alcohol problem. 

Designing the treatment services to the specific needs of the 
multldlsabled Is essential and requires close collaboration with 
agencies serving the disabled. For example, some programs prohibit 
use of drugs. However, when dealing with the disabled population. It 
Is sometimes Impossible to conform with such a rule. A client with 
epilepsy may require medications that affect the central nervous 
system to stop the seizure activity, and In this case abstinence from 
drugs Is not feasible. In other cases, drug use may be of special con- 
cern. Vallum, for example. Is frequently prescribed for the disabled. 
Combined with alcohol, the mixture can Impair Judgment, reaction 
time, and coordination. Treatment planning for the disabled requires 
careful coordination with other rehabilitation programming and 
health care regimens to assure that substance abuse concerns are 
part of an overall service delivery approach. 

The Isolation, fear, anxiety, and frustration In coping with the 
demands of dally living as well as with physical and mental disabili- 
ties may combine to create the additional disability of alcoholism. 
Treatment services for the multldlsabled must emphasize the need 
to diminish the stress experienced by these Individuals. Techni- 
ques may Include relaxation training, problem-solving skills 
development, assertlveness training, and development of skills to 
Improve self-image. Group and Individual counseling, behavior 
modification methods, family therapy, and AA participation are also 
part of the treatment process. Pressing problems of housing, voca- 
tional training, financial support, transportation, and mobility are 
often part of the range of support services needed to return the dis- 
abled substance abuser to the community. In addition, ongoing 
physical and occupational therapy may be required for many during 
and after the treatment period. 

Establishing a network of support contacts within the com- 
muty Is particularly Important In assisting tho disabled to return to 
the community. Aftercare support groups, patient newsletters, and 
volunteer activities have been successfully Initiated by treatment 
programs. 
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ADMINISTRATIVE ISSUES 

For the physically Impaired alcohol abuser, wheelchair ramps, spe- 
cially designed restrooms, and lowered drinking fountains and tele- 
phones are facility requirements. The physically Impaired Individual 
may require additional consideration In scheduling treatment com- 
ponents since dressing, grooming, and use of toilet facilities can 
take considerably longer for them than for the ambulatory client. 
Many paralyzed Individuals may require treatment for decubitus 
ulcers aggravated by sitting In their wheelchairs for days while they 
were drunk. Poor nutrition and bladder and kidney infections can 
add to the complications. In addition, physically Impaired Individu- 
als may experience particularly low self-esteem, since many sus- 
tained their Injuries while under the Influence of alcohol. Psycho- 
logical aspects of working with the physically disabled substance 
abuser also present special problems. The paralyzed person may try 
to use his or herdlsablllty to manipulate the treatment program, and 
your treatment team members have to be very familiar with the sub- 
culture of the paralyzed person. An ambulatory client goes Into 
treatment to deal with his or her addiction. The paralyzed person 
comes Into treatment to deal with the addiction plus a physical 
disability that may well have been a result of alcohol abuse. 

The hearing-Impaired alcohol abuser Is often particularly 
isolated, yet experience has demonstrated that hearing-Impaired al- 
coholics are very responsive to treatment. Programming for hearing- 
Impaired alcoholics must address the unique aspects of the disabil- 
ity of hearing loss by incorporating interpreter services, TTY 
phones. Interpreted audlovlsuals, knowledge of the psychosocial 
aspects of hearing Impalnnent, and special simplified reading 
materials. Hearing-Impaired clients may also require more time than 
hearing clients to absorb the verbally presented information In 
therapy sessions. Much of the Information presented may be new 
and conveyed through manual language; thus the client may 
become fatigued sooner than hearing clients, it may be necessary 
to extend the duration of treatment for hearing-Impaired people. 

Vision-Impaired alcoholics share with the physically Impaired 
the need for removal of physical barriers In treatment settings. In ad- 
dition, braille labels and other available materials and technology will 
assist these Individuals to receive Infonmatlon vital to their recovery, 
increasing their own mobility is an essential step for visually Im- 
paired people. The accessibility of the treatment facility to public 
transportation Is an Important consideration. Experience has also 
shown that these disabled alcohol abusers are usually In poor phys- 
ical condition, with nutritional and health problems. Recreational 
activities and physical conditioning programs can contribute to re- 
covery. 

Social isolation and a lack of social skills contribute to alco- 
hol and substance abuse problems among mentally retarded indi- 
viduals. Treatment must be sensitive to the pervasive social Isola- 
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tlon and high anxiety levels among this population. In addition, 
long-term Involvement In support groups following treatment Is es- 
sential to recovery. 

The developmentally disabled person may have a wide range 
of physical, motor, and mental Impalnnents that are pennanent and 
Irreversible. Experts who work with developmentally disabled per- 
sons focus on developing or modifying behaviors. Treatment of the 
developmentally disabled alcohol abuser should focus on meeting 
Immediate medical, social, and leg^l needs, with followup at reentry 
Into the community that may require other social services. In addi- 
tion, many developmentally disabled people are on medication, and 
medical supervision Is essential. The developmentally disabled In- 
dividual may also have limited verbal skills and be unable to partici- 
pate actively In treatment planning or to participate fully In many ex- 
isting self*help groups. 

Educating and training alcoholism treatment personnel 
about the psychological and sociological aspects of the personal 
worlds lived by disabled people and to obtain proper Insight Into 
their own feelings In order to overcome any fear or stigma they at* 
tach to certain disabilities Is an Important element to successful 
treatment of the multldlsabled. 



American Indians 



NEEDS ASSESSMENT 

The American Indian popuiation, inciuding Aieuts and 
Aiaskan Natives, is estimated at 1.5 miilion. Within this popuiation 
group, the aicoholism rate is estimated to be at least twice that of 
the country as a whole. The Indian Health Service has reported alco- 
hol misuse and abuse to be the most widespread and severe health 
problem within American Indian communities, but few studies have 
been conducted on the extent of alcohol consumption within the 
total Indian population. Available data, however, point out certain 
consistencies in drinking practices and consequences of these 
practices. American Indian adolescents show a high rate of alcohol 
misuse. Alcohol consumption is highest among those people in the 
age group 25 to 44. There is a notable decline in the number of 
drinkers and the extent of drinking after the age of 44. Death rates 
attributable to alcohol-related causes (aicoholism, alcohol 
psychosis, and chirrhosis of the liver with mention of alcoholism) 
are about eight times greater among American Indians than for the 
U.S. population as a whole. 

In assessing the needs of this special population it should 
be noted too that there exist widespread misconceptions and 
biases surrounding the topic of American Indians and alcohol. Add- 
ing to the confusion are the different patterns of drinking in various 
American Indian tribes with diverse cultures, attitudes, and beliefs 
that affect their patterns of drinking. 

OUTREACH 

Until recently American Indians living on reservations or in urban 
areas have generally lacked information about alcohol and alcoholism. 
Today, American Indian leaders believe that more alcoholism education 
efforts are needed, especially for young adults. Alcohol education in the 
schools as well as In the community Is being stressed. The involvement 
of the family unit is also considered essential to alcohol education, 
prevention, and treatment efforts. 

The high value American Indians place on respect for the in- 
dividual suggests that outreach and educational efforts recognize 
that direct approaches may be less successful than with other pop- 
uiation groups and that the decision and responsibility to act lies 
solely within the individual. This respect for the individual, however, 
is tempered by a desire to maintain harmony and a responsibility to- 
ward the family and tribal units. For example, an American Indian 
woman seeking to separate herself from her family or reservation to 
attend a substance abuse program may suffer chastisement, im- 
posed feelings of guilt, and physical abuse. 
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TREATMENT CONSIDERATIONS 

There is wide variation among American Indians regarding 
their willingness to disclose personal sex history, childhood experi- 
ences, family secrets, finances, and other routine aspects of a psy- 
chological or social history. Staff of the same tribe can contribute 
significantly to the Intake process and to the development of an ap- 
propriate and effective treatment plan. It Is essential that your staff 
elicit from the client the unique values and attitudes of that person 
as well, since not ail traditional tribal values will be shared by each 
member of this group. Native tribal healing practices will also prove 
to be beneficial In the treatment of the alcohol abuser, and discus- 
sion of traditional healing with the individual can reveal the at- 
titudes and beliefs crucial to the effective use of such practices. 

Psychiatric counseling techniques and referral to AA serv- 
ices are traditional In alcoholism treatment. But experience indi- 
cates that AA may not appeal to many American Indians because of 
its public disclosures of personal problems, dominant Angio-Ameri- 
Cdn religious overtones, exclusion of nonalcoholics, and attempts 
to influence the behavior of others. Psychiatric counseling often 
does not work with American li.dian alcohol abusers. Program» that 
have demonstrated success in the treatment of American Indians 
with alcohol abuse problems are those that have modified the ex- 
isting AA program. Religious beliefs and values, enhancement of 
awareness of what it is to be an American Indian, acknowledgment 
of a shared history of prejudice and suppression are aspects that 
can be integrated into your treatment program. The American Indian 
value of noninterference in the lives of others is diametrically op- 
posed to the tendency in Anglo-American cultures to bring aid to 
those in distress by offering counseling and advice. The use of con- 
frontation therapy also needs to be carefully reviewed as a treat- 
ment technique with American Indian clients, for effective as this 
technin^je may be with some populations, to many American Indians, 
it is grading and destructive of self-esteem. Aftercare planning, 
partijulariy for employment and training, must be a component of 
any program for American Indians. The opportunity to contribute to 
th^. support of the family, community, and tribe constitutes a major 
incentive for maintaining sobriety and should be considered essen- 
tial to the treatment process. Similarly, for those electing to 
relocate away from a reservation, greater urban support alternatives 
after treatment are indicated. 



ADMINISTRATIVE ISSUES 

The lack of understanding and the discrimination even by 
well-intentioned Anglo-American alcoholism treatment staff have 
been cited as interfering with treatment of American Indians. 
American Indians are increasingly developing and operating their 
own alcoholism treatment programs, and where such alcoholism 
treatment programs are available, a higher proportion of American 
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Indians have entered treatment. The treatment programs that in- 
clude American Indians In planning, Implementing, and organizing 
their own programs on a community basis appear to be the most 
promising. 

Ideally, the professional staff should Include members of the 
tribe or tribes to be served. If a tribe Is relatively small or spread over 
a vast geographical area or In urban areas, this may not be econom- 
ically feasible. Emphasis then should be placed on training non- 
Indian counselors to relate to their clients. 
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Black Americans 



NEEDS ASSESSMENT 

There Is considerable evidence that alcohol problems have a 
major Impact on black Americans. The consequences of alcohol 
abuse (homicides, accidents, criminal assaults, and other conflicts 
with the law), have been extreme for black Americans, especially 
black men. In addition, black Americans suffer disproportionately 
from the health consequences of alcoholism. Including cancer, 
obstructive pulmonary disease, severe malnutrition, hypertension, 
and birth defects. Although cln^hosls mortality rates have generally 
declined each year since peaking In 1973, black Americans continue 
to experience disproportionately high rates. Alcohol abuse remains 
the number one health problem in the black community. Historically, 
blacks have been underrepresented In alcoholism treatment popula- 
tions and have had high dropout rates. 

Depending on the stability of a given black community and 
the degree of racial or economic oppression present, the nature and 
extent of substance abuse may correspondingly Increase or de- 
crease. Given the lack of data on blacks and alcoholism In general 
and the failure of local and State planning processes to Identify and 
meet minority needs In many cases. It Is essential that you survey 
your community and tap community resources that can describe and 
help define the nature and extent of alcohol abuse in the black 
population. Churches, social organizations, social service agencies, 
and Individual community leaders may contribute to this effort. In ad- 
dition, statistical data on alcohol-related crime, cirrhosis mortality 
rates, and suicide rates can provide baseline Information for program 
planning purposes. 

OUTREACH 

Individual awareness and community education are prerequi- 
sites for effective treatment. A large proportion of blacks tend not to 
recognize excessive drinking as a problem, to reject the concept of 
alcoholism, and to accept heavy drinking as a norm. A traditional lack 
of access to medical services and treatment programs has been 
associated with resistance to treatment programs, particularly If the 
program Is located In a predominantly white setting. In addition, a 
disproportionate number of blacks access treatment services In idte 
stages of their addiction. A lack of trust In existing services, greater 
emotional defenses, unclear cultural mores governing alcohol use, 
and the failure of recovering alcoholics to return to their com- 
munities have been offered as reasons for underutlllzatlon of treat- 
ment services. Also, studies have found that the rural black family 




tends to attempt to treat addicted family members at home, on their 
own. 

Your outreach and community education efforts must enlist 
the support of the black community. Efforts to recruit the help of 
black organizations that are respected In the total community, along 
with agencies that have longstanding histories of representing 
blacks and serving their needs, will be needed. Influential Individuals 
In black communities, such as clergymen, physicians, educators, 
and community and civil iiyhts leaders, are prime candidates to 
enlist In alcohol education and outreach efforts. However, all who 
participate must be able to communicate In terms their audiences 
find meaningful. 

Education wlth^l the black community Is also suggested, to 
Include Increased knowledge about the nature of the abuse patterns 
and problems that exist In the Immediate community and to assist 
the community to see that alcoholism Is a primary dysfunction and 
not just a secondary symptom of racism. Education of the commu- 
nity can be accomplished by the extensive use of the media— public 
service announcements, newspaper articles on alcoholism (par- 
ticularly In black newspapers), billboards, and pamphlets on 
alcoholism made available throughout the community In agencies, 
schools, churches, and commercial establishments. Education of 
"gatekeepers," those who have contact with alcohol-abusers (I.e., 
social workers, probation and parole officers. Job training staff, doc- 
tors, ministers, teachers, community organizers, police officers), can 
be an effective tool as well. These people can then participate fully In 
the referral of potential clients to helping professionals. 

Your treatment program staff should not wait for the black 
client to come to them seeking help, or for the referral network to 
provide total outreach support. Key access points In the community 
can be utilized In outreach efforts. Many of these access points are 
culturally specific: bars, barber shops, beauty shops, churches, so- 
cial service agencies, economic opportunity programs. Jails, pool 
halls. Many of these places may be frequented by the alcoholic. Re- 
covering alcoholics who are well 'known In the community and who 
know the community well can be excellent outreach workers and 
positive role models. Training in diagnostic and Intervention techni- 
ques Is essential, however, before sending them out Into the com- 
munity. 

TREATMENT CONSIDERATIONS 

Being black and alcoholic Imposes dual barriers to treat- 
ment. If your program will serve black alcoholics, you cannot ignore 
the Influences of black history and the reality of being a black per- 
son In American society. Treatment planning for black alcohol 
abusers then must consider the minority culture— Its history, 
strengths, values, and attitudes— and should Include rapport- 
building strategies and counseling techniques that take into ac- 
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count cultural perspectives about eye contact, touching, time, 
language, social distance, and other patterns of behavior and com- 
munication styles. A holistic approach should be taken, treating the 
alcohol abuse In the context of family, community, and origin. 

Experience suggests that the most meaningtul treatment 
services for black alcoholics Include Individual counseling (selec- 
tively using directive, confrontlve, and actlon-orlented techniques 
with some clients), referrals to supportive programs and services, 
alcohol education, employment or job placement, family counsel- 
ing, group counseling, AA groups, and aftercare. Many black alco- 
holics In treatment may also need help to develop self-esteem and 
Interpersonal skills and with financial assistance and health care In 
general. Some treatment programs Indicate use of special ap- 
proaches with black alcoholics such as self-management training, 
meditation and spiritual therapy, recreation, social modeling, reality 
therapy, and behavior modification. 

It is suggested that black-oriented treatment programs con- 
sider working closely with AA. Generally, black persons have been 
underrepresented in AA. Like mainstream treatment programs, AA 
was founded by and traditionally has served primarily the middle- 
class white man. However, the essential elements of AA philoso- 
phy—sharing of common experiences, mutual acceptance of one 
another as human beings, and trusting a "higher power"— are all 
strong elements in the black frame of reference. Increasingly, pre- 
dominately black AA groups are being organized. 

The standard rehabilitation program that has proved reason- 
ably successful with a white middle-class clientele probably stands 
little chance with a black audience. Alcoholism counselors serving 
blacks should be trained to be sensitive to black needs and cultural 
differences with emphasis on counseling the individual, consider- 
ing his or her background, education, occupation, and income and 
the various effects of institutions on his or her life. Your treatment 
program must also utilize the resources existing In the black com- 
munity. The black religious experience Is suggested for an examina- 
tion of aspects that will provide spiritual and material strengths In 
the treatment procass.The extended family Is an underutilized sup- 
port system that can be used more effectively In treating and edu- 
cating black clients. Aftercare support systems in the black com- 
munity are essential for the maintenance of sobriety. 

ADMINISTRATtVE ISSUES 

Several points are worthy of emphasis with respect to treat- 
ment programming for black alcohol abusers. The Inability to pay 
for treatment Is an Important barrier for blacks. Providing the black 
alcoholic with treatment personnel who are sensitive to special 
needs based on the black experience is also Important. Inappropri- 
ate attitudes and lack of understanding can be significant factors in 
treatment outcome. In addition, programs without black staff, espe- 
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Hispanic Americans 



NEEDS ASSESSMENT 

The Hispanic popuiation comprises a number of subgroups 
that differ widely in national origin, educational attainment, socio- 
economic status, degree of acculturation, and culture, and may in* 
elude Mexican Americans, Puerto RIcans, Cubans, Caribbean Is- 
landers, and Central and South Americans, among others. Available 
information suggests higher rates of alcohol use and abuse by His- 
panic Americans, particularly among men, than for the general pop- 
ulation. The Hispanic woman Is usually an abstainer or light drinker. 
Evidence indicates, however, that traditional sanctions against 
female drinkers break down with increasing acculturation. Death 
rates from cirrhosis of the liver, arrest rates for public drunkenness 
and drunk driving, and accident rates while driving under the in- 
fluence of alcohol are all reported to be higher for Hispanics than 
for the general populatfon. Most information on problem drinking 
focuses on the Mexican-American subpbpulatlon, however, making 
It hazardous to generalize from available data to other Hispanic 
populations for treatment program planning purposes. 

Hispanic migrant and seasonal workers constitute a high-risk 
occupational group, and alcoholism has frequently been found to be 
a major factor In this population. Recognizing and addressing the 
needs of these individuals who move within the migrant streams 
from one State to another will require well-coordinated efforts. 

OUTREACH 

Generally, Hispanics tend to underutiiize health services of 
all kinds. The Hispanic American community does not make use of 
available alcoholism services In proportion to its population and the 
projected incidence of problem drinking. Outreach and community 
education efforts then are particularly essential in treatment plan- 
ning. 

Until recently, most alcoholism awareness and education ef- 
forts In both print and broadcast media were restricted to English 
and were directed toward the Anglo American. Translating the mes- 
sages into Spanish removes a basic barrier. Existing programs have 
successfully used volunteers to provide information that can pre- 
vent development of drinking problems, alert family and friends to 
early signs of alcohol dependency, raise awareness of the role fam- 
ily and friends may play in promoting or preventing drinking prob- 
lems, and In educating the community about available treatment 
services. Peer advisers/teachers at the intermediate school level 
have been utilized in other communities. Alcoholics Anonymous 




groups for Spanish-speaking aicohoiics are increasing in number in 
metre oolitan areas. Aicohoi education programs for drunk drivers is 
another approach successfully used In raising awareness of aicohoi 
abuse and in referring individual abusers for treatment. 

TREATMENT CONSIDERATIONS 

Important to treatment planning with Hispanic clients is the 
need to remove the language barrier, increase sensitivity to their 
culture, recognize and include the family unit as a supportive net- 
work for its members, accept treatment modalities that include folk 
medicine and healing practices, recognize the alcoholism denial re- 
sulting from lack of education and the importance attached to self- 
sufficiency, and recognize the prevailing belief that alcoholism is a 
moral weakness rather than an illness. 

Family pride, solidarity, and support are important qualities of 
the Hispanic culture. These virtues, if not properly understood, can 
become barriers to timely, effective treatment where alcoholism is 
concerned, however. Alcoholism in the Hispanic culture may not be 
viewed as an illness or condition requiring specialized treatment, 
but rather as a disgrace that reflects on ail of the relatives and 
therefore must be hidden. Concepts like assertlveness, detach- 
ment, and independence, often effective tools when working with 
many alcoholics and their families, may not be clearly understood 
or accepted by Hispanic clients because those concepts may be 
seen as a direct threat to the family. Treating the whole family as a 
unit, rather than the alcoholic individually, may be particularly ap- 
plicable in treatment work with Hispanic clients. 

The lack of an accurate understanding of the phenomenon of 
addiction among the Hispanic population suggests that alcohol ed- 
ucation, as part of the treatment services provided by your program, 
is essential to sustained recovery. This educational service must 
also encompass the Hispanic woman as well as other family mem- 
bers. The Hispanic woman ordinarily exists in a patriarchal culture 
and is subjected to a double standard whereby she is often Judged 
more harshly than her husband in regard to alcohol abuse. In addi- 
tion to her fear of her society's Judgments, she often holds the same 
cultural values and may be reluctant to support or seek treatment 
services. 

Since virtually all treatment programs begin with an acknowl- 
edgment of the problem, the Importance attached to self-suffi- 
ciency can be a serious treatment issue with Hispanic men. If a man 
admits that he cannot handle his liquor and has a drinking problem, 
he is also admitting that he does not have control— -an admission of 
weakness. Seeking treatment, particularly from outsiders, may be 
especially difficult and ultimately unsuccessful if this is not ad- 
dressed. Hence, there is a need to employ this concept positively 
with an absence of threat to the person's self-image. 

The existence of traditional, culture-specific models of treat- 
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ment must be recognized as part of the support system of some 
Hispanic patients. Integrating the counseling and therapeutic tech- 
niques of curanderos (folk healers) and espiritistas (spiritists) with 
conventional treatment procedures can be helpful. In addition, suc- 
cessful treatment and rehabilitation has combined psychotherapeu- 
tic support with participation in AA. Hisponic alcoholics are also 
likely to manifest greater disruption in vocational and economic 
areas, suggesting the need for referral to assistance services or for 
specialized, culturally sensitive assistance services within your 
overall treatment program. 

ADMINISTRATIVE ISSUES 

The lack of means to pay for treatment is an important factor 
in the underutiiization of a treatment program by Hispanics. Hispan- 
ics are less likely to have insurance coverage for alcoholism treat- 
ment, for example, than many other client groups. 

Hispanic Americans are particularly wed to their community 
or barrio and have a strong sense of territoriality. Treatment facili- 
ties far removed from the sheltered, extended family and commu- 
nity life of the Hispanic person will discourage participation by the 
alcohol abuser. Finally, the importance of having bilingual and bicui- 
turai staff in alcohol treatment programs for Hispanics is suggested, 
it is widely believed that treatment of Hispanics is more effective 
when conducted by people of their own ethnicity. 
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Asian /Pacific Americans 



NEEDS ASSESSMENT 

In general, alcohol consumption is low and the related num- 
ber of problems are few among Asian/Pacific Americans. Physiologi- 
cal aversion to alcohol and cultural taboos and community sanctions 
against excessive alcohol consumption are the primary reasons put 
forth to explain the relative absence of alcohol abuse in this popula- 
tion group as a whole. There are approximately 20 nationalities 
covered by the term Asian/Pacific American, however, including 
Chinese, Japanese, Hawaiians, Samoans, Koreans, Cambodians, 
Thais, Vietnamese, and Filipinos. Within this varied population, there 
are numerous drinking practices governed by tradition, community 
values, acculturation, and degree of utilization of community 
resources for problem solving. 

As more and more Oriental families are assimilated into Amer- 
ican culture, it is anticipated by some that there will be more separa- 
tion from some of the familial traditions, perhaps resulting in more 
drinking. In addition, different pressures to mix business with social 
activities can place a stronger emphasis to include alcohol in these 
activities, it remains to be seen whether a rise in alcohol consump- 
tion and of alcohol-related problems for Asian/Pacific Americans oc- 
curs as acculturation takes place. To date, it appears that this popula- 
tion group does not present many alcohol-related problems to 
American society, although some contend that alcohol problems do 
exist in the community, but go undetected. 

OUTREACH 

The effects of urbanization, role changes in the family, cul- 
tural conflict, economic mobility, and acculturation are closely asso- 
ciated with increased alcohol consumption and alcohol problems. 
Established drinking patterns and low rates of alcohol problems of 
many Asian groups may be impacted as these effects become evi- 
dent. Exposure to advertising and the need for prestige have already 
affected the patterns of alcohol use among Asian American 
businesspeople and professionals. Because the evidence indicates 
that few Asian Americans use existing alcoholism treatment serv- 
ices, educational programs are suggested prior to the development 
of direct services. Education and information programs using ethnic 
models, examples, and speakers have proved effective in reaching 
Asian Americans who previously had not used various social serv- 
ices. Such educational programs should recognize that many Asian 
Americans do not recognize alcohol as a problem except when it oc- 
curs in their own family. Then there is a tendency to deny the prob- 
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lem or to hide it within the nuclear or extended family. When 
assistance Is sought, Asian Americans may frequently turn to family 
doctors or ministers. These individuals can also be primary targets of 
outreach and educational efforts about alcoholism and alcoholism 
services. Lack of awarenesss of treatment facilities is also a barrier 
to treatment within this population. Outreach to Asian Americans 
concerning the location, nature, and benefits of programs Is sug- 
gested. 

TREATMENT CONSIDERATIONS 

The role of the Asian/Pacific American family In controlling 
and taking responsibility for problems and feelings of shame and 
embarassment concerning alcohol abuse problems suggests that 
family member involvement may be both positive and negative in 
the delivery of treatment services. Preparatory work with family 
members should be encouraged to avoid stigmatizatlon and moral- 
izing. In addition, psychological and counseling services are still at 
the beginning stages In many Asian countries, and use of these 
treatment approaches may be received with skepticism. 

Cultural and language barriers can limit the use of existing 
services as well. Asian Americans, particularly the Japanese, may 
prefer to receive treatment from an ethnic agency. Absence of the 
development of an Initial relationship and alliance between treat- 
ment staff and clients reported by existing treatment programs sug- 
gests that there needs to be an understanding of the Asian culture, 
family dynamics, expectations of treatment, and language limita- 
tions. AA groups composed of Asian Americans are Just beginning 
to be formed; and this Important resource network can be a signifi- 
cant support system for the Asian American who may face stigma 
and loss of family and community support In the effort to overcome 
alcohol abuse. 
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Women 



NEEDS ASSESSMENT 

Conservative estimates of the number of adult women with 
alcohol-related problems range from 1.5 million to 2.25 million. Al- 
though information regarding drinking among minority women is 
limited, some factors do emerge. There is a higher percentage of ab- 
stainers among black women than among white women, and of 
those black women who do drink, there is a higher percentage of 
heavier drinkers. Analysis of alcohol use among Hispanic women 
indicates that they are more likely to abstain from alcohol than 
either white or black women. There is reason to believe, however, 
that significant numbers of Hispanic women who do drink may be 
experiencing alcohol problems. Alcoholism is a serious problem 
among American Indian women. The extent of problem drinking by 
Asian women, while unknown, is probably small since Asians as a 
group drink relatively little. Finally, studies indicate that homosex- 
ual women experience a much higher rate of alcohol problems than 
heterosexual women. 

The lingering stigma of alcoholism for women and reluc- 
tance of family, physicians, employers, and others to encourage 
women to seek treatment are constraints in obtaining a full picture 
concerning women's alcohol abuse. Nevertheless, you can utilize a 
variety of needs assessment tools. Advisory committees of commu- 
nity service providers, including infonfned women in the community, 
are good sources of information about alcohol problems. Voluntary 
agencies and national or local women's organizations can be util- 
ized to identify important data repositories or to conduct commu- 
nity surveys. Cour: records and social service agencies may also be 
useful data sources. 

OUTREACH 

The special characteristic's of women's drinking and the of- 
ten hidden nature of alcohol abuse by women suggests indirect as 
well as direct approaches for reaching this client group. Indirect ap- 
proaches can include Informing community groups and agency 
staff about the nature and magnitude of alcohol problems among 
women. Alliances formed with women's clubs and organizations 
also play an important role, assisting women in breaking through 
their denial and providing support during treatment and aftercare. 
Community groups that have frequent contact with women include 
Departments of Social Services, Parents Without Partners, senior 
citizen groups, women's clubs. Welcome Wagon, YWCAs, feminist 
organizations, lesbian groups, the Red Cross, family violence proj- 
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ects, displaced homemaker groups, Girl Scout troops, women's 
task forces, and women's lobbying groups. Getting women to see 
treatment staff under the auspices of '^helping others"— a spouse's 
drinking, family counseling, or a child's development problem— Is 
another excellent way of Identifying a woman with a drinking prob- 
lem. 

Group presentations have been successful and are less 
threatening than personal presentations. Hearing about alcoholism 
In a group, women may begin to examine their own drinking behav- 
ior and ask for help. Direct approaches are also used effectively. 
Advertlsenents and filers that list the symptoms of alcohol abuse 
can be distributed to agencies whose services are aimed at vi/omen 
and to hotline services. Radio, television, newspapers, and newslet- 
ters can describe symptoms, reduce stigma, explain the magnitude 
of the problem, and Indicate available community resources and 
services. Other outreach and awareness efforts may target the 
religious community, the criminal Justice system, the health care 
system, and educational organizations. 

Getting the word out to the community Is a primary outreach 
goal. In urban areas, your treatment staff can network with a wide 
variety of women's groups. Outreach efforts In rural communities 
may differ. In the absence of a variety of service agencies, you may 
need to function as a health care center, since It Is less threatening 
and less stigmatizing for a woman to enter a health center than an 
alcoholism facility, particularly In a small community. 

Experienced program planners note that outreach to women 
must emphasize the total person and comprehensive health care, 
tapping Into familial, economic, legal, housing, and transportation 
aspects of their lives. The special concerns of women must also be 
met. For Instance, your outreach efforts should Include an empha- 
sis on gynecological and obstetrical Issues, such as fetal alcohol 
syndrome. Research underscores that a woman's alcohol misuse 
threatens the well-being of the developing child. Research findings 
Indicate that many women who drink excessively abstain or greatly 
reduce the amount consumed while pregnant when told of the dan- 
ger of fetal alcohol syndrome by their obstetrician. Many women are 
unaware of the potential dangers of using prescription drugs In ad- 
dition to ana In combination with alcohol. Stressing particular 
problems associated with women's alcohol abuse will help get 
women Into treatment, serve as topics in the treatment process, and 
be a focus for aftercare planning. 

TREATMENT CONSIDERATIONS 

The rr ' ^ "^ommon approaches to diagnosis include various 
forms of assu ent based upon self-report, clinical observations, 
and reports from concerned persons. Special considerations at in- 
take for the fek^.aie alcohol abuser include the advisability of a care- 
ful diagnostic evaluation since many alcoholic women will pre- 
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viously have been diagnosed as depressed, suicidal, hypochondrl- 
cal, or manic depressive without a careful evaluation of their drink- 
ing behavior. Without an adequate drinking history, such diagnoses 
may be Incomplete or Incorrect. The careful Inquiry about Incest, 
rape, sexual molestation, and battering of the female alcohol abuser 
should occur when the woman's progress makes the raising of such 
Issues appropriate. Intake screening also should ascertain any nu- 
tritional deficiencies, hypoglycemia, eating disorders, obstetric-gy- 
necological problems, dental problems, or vision Impairments. 
Treatment programs have reported the successful use of the written 
autobiographical account of drinking and Its negative conse- 
quences during Intake and In the development of the treatment 
plan. Other valuable Information to gather at Intake Includes 
sources of financial support, status of any children, housing, past 
debts and obligations, legal entanglements, and family crises. 

Treatments may also need to Include help for feelings of 
depression, anxiety, guilt, and shame since low self-esteem, 
dependency, and negative feelings within relationships are fre- 
quent Issues for women based on culturally and socletally pre- 
scribed roles. Sexuality Issues are reported to be of major concern 
for alcoholic women In treatment as well. Based on clinical observa- 
tion, the alcoholism literature suggests that husbands of alcoholic 
women are more likely to leave than are the wives of alcoholic men, 
thus reducing the potentially supportive resources available to 
these women during the recovery process. In addition, a high 
percentage of women In treatment may be polydrug users. 

The range of services to be provided to women alcohol 
abusers can be extensive. These services typically include In- 
dividual and group therapy, family counseling, concerned persons 
groups, medical and psychiatric services, child care, parenting, 
vocational and educational programs, legal aid, and assistance with 
transportation and housing. Recognizing the need for holistic treat- 
ment of female alcohol abusers, your program staff will play an im- 
portant case management role by linking women with local 
resources and providers of services crucial to recovery. 

Aftercare Is particularly critical for women and Is an impor- 
tant reinforcement process for gains made In treatment— gains that 
are likely to conflict with role expectations In the home, community, 
and employment setting to which she Is returning. Four approaches 
to aftercare are suggested: reinforcing and continuing the progress 
made In treatment usually accomplished through group meetings 
on a regular basis; providing support for life management problems 
and sobriety through such groups as AA and Women for Sobriety, 
Big Sisters, and others; provldng sober social functions; and main- 
taining contact In the event of crisis. 
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ADMINISTRATIVE ISSUES 

Beyond providing treatment iot clients, staff in aicohoiism 
programs treating women provide a variety of services that affect a 
woman s road to recovery. How your ataff conduct themseives, their 
attitudes, Interpersonal skills, and Job p«rformaiice standards fre- 
quently serve as role models for clients. This rr^ie modeling is con- 
sidered most effective when clients are ablf! to identify personally 
With treatment staff. For this reason, you must carefully select staff 
who are representative of the client popusatioi. 

Subgroups of women within the community, i.e., Black, His- 
panic, lesbian, American Indian, and so forth, wiM create staffing re- 
quirements. Of course, key staff in women's alcoholism treatment 
programs should be women. 

There are a number of other considerations in planning wom- 
en s aicohoiism treatment programs that deserve highiightina. 
Program hours should remain flexible to be accesaibia for working 
women. The cost of treatment is a growing barmr for many people. 
Clearly, women as a group find themseives in a vulnerable financial 
position. An affordable sliding fee scale can remove a significant bar- 
rier for women. Lack of child care creates an additional barrier to 
some women seeking treatment. Many treatment programs make ar- 
rarjgements for child care components or services. Fineiiy, transpor- 
tation should be considered in your treatment program design. 
Women are less likely to have Independent transportation and less 
money to pay for it. 
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Appendix A: Further Readings 



Inclusion In this listing does not necessarily imply endorse- 
ment of the contents of these materials by the National Institute of 
Alcohol Abuse and Alcoholism (NIAAA), nor Is this list to be re- 
garded as exhaustive. The materials listed were used in the develop- 
ment of this guide; however, a great many other materials relevant 
to program planning and development can be found in university 
and public libraries. 

PLANNING AND PROGRAM DEVELOPMENT: 
GENERAL RESOURCES 

The following materials cover a broad range of the issues 
that you must consider in developing a new alcoholism treatment 
program or expanding an existing program. 

Program Staridards for Alcoholism Treatment National Insti- 
tute on Alcohol Abuse and Alcoholism, Rockville, Maryland, 1982. 
Available from National Technical Information Service, 5285 Port 
Royal Road, Springfield, VA 22161. Request NTIS No. PB83*69268, 
$14.50 paper copy, $4.50 microfiche. This manual sets forth per- 
formance criteria for alcoholism treatment programs. The standards 
cover four broad areas: cllent-orlented activities; program manage- 
ment and planning; State and local organization and liaison; and 
program and fiscal accountability. The standards address the 
specific program characteristics and activities considered neces- 
sary for effective operation, basod on the views of alcoholism treat- 
ment specialists and program administrators as well as national 
professional organizations in the field. 

Cofisolldated Standards for Child, Adolescent, and Adult 
Psychiatric, Alcoholism, and Drug Abuse Facilities Serving the 
Mentally Retarded/Developmentally Disabled. Joint Commission on 
Accreditation of Hospitals, Chicago, 1985. Available at a cost of $35 
from JCAH, 875 North Michigan Avenue, Chicago, IL 60611, Atten- 
tion Cashier. Request Catologue No. PF 314 (advance payment re- 
quired; no telephone orders accepted). This manual outlines stiinnd- 
ards applicable to inpatient, residential, partial-day, and outpatrsnt 
psychiatric and substance abuse hospitals, facilities, and programs 
and services for the mentally retarded and deveiopmentally dis** 
abled. The standards cover such bro^ categories as program man-^ 
agement, patient management, pati services, and facility man- 
agement. 

A Practical Manual for County Officials on the Treatment of 
Alcoholism by Jean Hammer, Michael Benjamin, and Gary Jacobs. 



National Association of Counties, Washington, D.C., 1977. Available 
free of charge from the National Clearinghouse for Alcohol Informa- 
tion, P.O. Box 2345, Rockvllle, MD 20852. Request PH 89. This book- 
let discusses the steps necessary to develop alcoholism programs 
to be funded by the county government. Because it was published 
In 1977, some of the specific Information Is now out of date; the 
process Information Is generally stiil applicable, however, partlcu- 
larly as regards needs assessment and fundralsing. The Information 
Is geared toward developing publicly funded alcoholism treatment 
programs. 

Fifth Special Report to the U.S. Congress on Alcohol and 
Health. NIAAA, Rockvllle, Maryland, 1983. Single copies available 
free of charge from the National Clearinghouse for Alcohol Informa- 
tlon, P.O. Box 2345, Rockvllle, MD 20852. Request BK 51.5. This 
state-of-the-art report Includes a chapter of alcoholism treatment 
that reviews emerging trends In research and practice. It discusses 
advances In diagnosis and early detection of alcoholism, reviews re- 
search on the effectiveness of programs and therapeutic ap- 
proaches, and outlines future directions for research that will 
contribute to improved treatment for alcoholics. The report also 
contains the most current national statistics on the incidence of al- 
cohol problems and alcoholism and the social, economic, and medi- 
cal consequences of alcoholism— information useful In the needs 
assessment phase of program planning. 

Management Skills for Alcohol Program Administrators. Na- 
tional Center for Alcohol Education, NIAAA, Rockvllle, Maryland, 
1978. Available free of charge from the National Clearinghouse for 
Alcohol Information, P.O. Box 2345, Rockvllle, MD 20852. Request 
NCAE 009-Trainer Manual; NCAE 010-Partlclpant Workbook (limited 
quantities). The trainer manual and participant workbook contain in- 
formation useful to program planners, although the materials are 
geared to the administrator of an existing program. The training 
materials were published in 1978, but many of the readings and 
checklists are still useful. The focus is primarily on developing 
skills in administrative areas including personnel management, fun* 
dralsing, and financial management. 

Management Program for Alcoholism Services Projects, by 
John T. Gorby and Associates. NIAAA, Rockvllle, Maryland, no date. 
Available from the National Technical Information Service, 5285 
Port Royal Road, Springfield, VA 22161. Request NTiS No. PB85- 
189116/AS, $22.00 papercopy, $4.50 microfiche. Contains process 
discussions and readings on planning and evaluation, human re- 
sources, organization and management, fundralsing, and financial 
management. The financial management section contains an ac- 
counting manual intended to be a "turn-key" accounting system 
package for alcoholism programs providing outreach, refenral, and 
counseling. Intended for use by programs already in operation, the 
material is also applicable to many areas of program planning. 
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Developing Community Services for Alcoholics: Come Begin* 
ning Principles. NIAAA, Rockville, Maryland, 1971. Single copies 
available free of charge from th3 National Clearinghouse for Alcohol 
Information, P.O. Box 2345, Rockville, MD 20852. Request PH 57. Thiq 
brochure was developed more than a decade ago to articulate the 
principles Involved In developing and delivering services to the alco- 
holic person and family members. Although the treatment field has 
evolved, the booklet provides a useful philosophical foundation to 
program planners. The focus Is on developing a comprehensive com- 
munity-based network of services for the alcoholic client, empha- 
sizing Interagency cooperation In service delivery. 

ADMINISTRATIVE ISSUES 

The following documents provide Information on one or more 
specific aspects of treatment program planning or operation. 

Classification of Alcoholism Treatment Settings, by R.J. Bast. 
NIAAA, Rockville, Maryland, 1983. Single copies available free of 
charge from the National Clearinghouse for Alcohol Infonmatlon, P.O. 
Box 2345, Rockville, MD 20852. Request PH 200. This document Iden- 
tifies 14 basic settings In which alcoholism treatment ser;ices are 
provided and describes each In temns of type of treatment provided, 
staffing characteristics, and other distinguishing factors. A alossarv 
Is Included. « » w / 

Development of Model Professional Standards for Counselor 
Credentlaling, by Birch & Davis Associates, Inc. NIAAA, Rockville, 
Maryland, 1984. Available from National Technical Information Serv- 
ice, 5285 Port Royal Rd., Springfield, VA 22161. Request NTIS No. 
PB84-245760, $22.00 papercopy, $4.50 microfiche. This report dis- 
cusses the process and outcome of a nationwide effort to develop 
model standards for alcoholism and drug abuse counselor creden- 
tlaling. The document Identifies a core set of counselor job tasks and 
the knowledge and skills essential to competent performance of 
those tasks. It also provides guidelines for assessing competencies 
of Individuals seeking counselor credentials. 

Program Revenue: A Challenge of the Eighties. Fund Raising, 
Third Party Reimbursement, Client Fees, by Birch & Davis Associ- 
ates, Inc. National Institute on Drug Abuse, Rockville, Maryland, 
1981. Available at a cost of $50 from Blrch.& Davis Associates, Inc., 
8905 Falrvlew Road, suite 30a Silver Spring, MD 20910. This training 
guide for program administrators reviews in detail sources of funding 
and fundraising methods and provides a detailed discussion of third- 
party reimbursement and client fees. Barriers to generating such 
revenues are identified, and strategies for overcoming these are pro- 
vided. In addition, a section on program marketing provides an over- 
view and guiiv'^^nce on how to develop a marketing plan. 

Volumerrs: Special Focus, Alcohol Health and Research 
World, Vol. 6, No. 3, 1982. Single copies available free of charge from 
National Clearinghouse for Alcohol Information, P.O. Box 2345, 
Rockville, MD 20852. Request RPO 383. This magazine Issue 
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InohidM ■ rang* of artlolM on voiuntMrt In aloohoHsm programt 
ProfllM of progfimt using voiuntMrt art Inoludod, m It ■ Mstlng of 
furttMr rMdlnm. 

ProoMum tor Aiwulng Aloohol Tn9lm§fil N—<li. Ale shol 
EpMomlolooy Data Sytttm. NIAAA, RooKvlllo. Mtryland, 1963. Avail- 
•Mo from tha National Taohnloal Information Sarvloa, 5265 Port 
ftoyal Road, SprtngfltM, VA 82101. Raquaat No. PBSS-loeaM. »34.00 
p ap ar oopy . 14 JO mioroflcfw. Tftla manual praaanta a aat of proeo' 
duraa for aaaaaaing ttta axiant of naad for aloohollam traatmant aarv- 
loaa In a oommumty or raglon. It la Intandad primarily for uaa In Stata 
or rtglonal aieonoiiafy) traatmant planning, and datalla how to 
aatimala ttw damand for particular typaa of traatmant aarvloaa baaad 
on ourrant utllllntlon of aarv(o«i and on a ranga of Indloatora of 
unmat naada. An abbravlatad varalon of tftla manual la alatad for 
puMloatlon In AleoM Hmlth §nd ffaaaaro/i World, Vol. 0, No. 2, 
WInlar 1984m. (SIngia ooplaa avallaMa fraa of oharga from NCALI, 
P.O. Box r f^oekvllla, 140 208624 

Hot. *t»imlng Toohnleol A$$fimno0 Mtnuol tor AlooM and 
Orvo Abim mgonefo. NIAAA and NlOA, Rookvtlla, Maryland. 1980. 
AvailaMa fraa of oharga from tha National Claartnghouaa for Aloohol 
Information, P.O. Bote 2346, Rookvtlla, MD 20062. Raquaat PH 173. 
TMa manual la Intandad to provMa Stata alcohollam aganolaa with In- 
formation on how to oomply with tha National Haalth PImning and 
R aaouroaa Oavalopmant Act Tha act raqulrad that aloohol and drug 
aganolaa ooordlnata with Stata haalth planning aganolaa. Tha 
manual oontalna naada aaaaaantant Information uaaful to tha pro- 
gram plannar, although thia la not tha primary fooua. 

Ctmrt ot Aooounf tor Hoap/fa/a. Amarloan Hoapltal Publlah- 
Ing, Ino., for tha Amarloan Hoapltal Aaaoolatlon, Chloago, llllnola, 
187«. AvallaMa prapald at a ooat of I22J0 from tha AHA Sarvloaa, 
Ino., p. 0. Box 99976, CMoago. IL 60093. Raquaat catalog numt)ar 
001104. ThIa manual Inoludaa a atandard chart o* acoounta, daacrip* 
tlona of an accounting ayatam and procauraa, an outllna of 
daaalflcatlona of ax p anaaa, and a ohaptar on uniform raportlng. 
WMIa It waa praparad for uaa by hoapltala, much of tha Information la 
tr an a faraWa to an alooholam traatmant program. AHPI pulMlahaa 
olhar matarlala on finanolal and admlnlatratlva managamant that may 
bo of Intaraat to thoaa planning alcohollam traatmant aarvlcaa; a fraa 
catalog of publioatlona may bo raquaatad from Jo Hohman, Promo- 
tion Managar, Amarloan Hoapltal Publiahing, Inc., 211 Eaat Chicago 
Avanua, Chicago, IL 00611. 

8PBCIAL POPULATIONS 

AlooM Tofiloo In Briot. NIAAA, Rockvllla, Maryland. SIngIa 
oopla a avallaMa fraa of oharga from tha National Claartnghouaa for 
AloohM Infonnatlon, P.O. Box 2346, Rockvllla, MD 20632. Raquaat 
raprlnta t>y numbar. "in Brlafa" ara thraa- to four-paga aummary artl- 
claa highlighting pra val anca. pravantlon, and traatmant Information 
onawMavwlatyofaloohoi4alatadtopica.Each "inBrlaT Includaaa 
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list of references and is periodicaiiy updated by staff of NIAAA's Na- 
tional Clearinghouse for Alcohol Information. Topics of "In Briefs" 
Include the following: 

Alcohol and Blacks • RPO 300 

Alcohol and American Indians • RPO 307 

Alcohol and Youth • RPO 067 

Alcohol and HIspanlcs • RPO 253 

Alcohol and the Elderly • RPO 254 

Women and Alcohol • RPO 276 
Approach§a to Tnatm§nt of Alcoholism Across Cultural 
Boundaries, by Joseph Westermeyer and Dale Walker. Psychiatric 
Annals 12(4):434-439, 1982. Available from public and medical school 
libraries. This article discusses some of the Issues to be considered 
when working across cultural boundaries. Self-assessment, clinical 
skills, and the planning of services are topics addressed. References 
and a bibliography are included. 

. Special Population Issues. Alcohol and Health Monograph 
No. 4. NIAAA, Rockvllle, Maryland, 1982. Single copies available free 
of charge from the National Clearinghouse for Alcohol Information, 
P.O. Box 2345, Rockvllle, MD 20852. Request BK 105. Spec/a/ Popula- 
tion Issues Is a collection of articles on the prevalence. Incidence, 
and the nature of alcohol-related problems of population groups de- 
fined by sex, age, race, and ethnicity. Articles cover women, youth, 
elderly, American Indians, blacks, and Asian Americans. The mono- 
graph provides a base of knowledge regarding special populations, 
including treatment issues. References are included for each article. 

Substance Abuse Treatment and Cultural Diversity, by Con- 
nie Smith-Peterson. In: Substance Abuse: Pharmacologic, Develop- 
mental, and Clinical Perspectives, edited by Qerald Bennett, Chris- 
tine Vourakis, and Donna S. Woolf, 1982. Available from Wiley & 
Sons, Inc., New York, NY, or in local libraries. This chapter ad- 
dresses the frequent omission of cultural variables in the considera- 
tion of treatment approaches and prevention strategies. The pat- 
terns and specific characteristics of substance abuse and related 
problems are considered in ethnic populations, including black 
Americans, American Indians, and HIspanlcs. While the focus is on 
alcohol use patterns within a cultural context, anthropologic and 
sociologic perspectives are considered, with many of these con- 
cepts applying to the cultural context of other types of substance 
use and abuse. Implications for substance abuse treatment are 
identified. 

Treatment Services for Youth: Special Focus, Alcohol Health 
and Research World, Vol. 7, No. 4, 1983. Single copies available free 
of charge from the National Clearinghouse for Alcohol Information, 
P.O. Box 2345, Rockvllle, MD 20852. Request RPO 426. This special 
focus issue includes a collection of articles about youth and alco- 
hol abuse, treatment barriers, treatment approaches, and aftercare. 
Eleven alcoholism treatment programs for adolescents, offering a 
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variety of treatment approaches, are profiled. Program contact Infor* 
matlon Is Included with each program description. 

Advances In Alcoholism Treatment Services for Women. 
NIAAA, Rockvllle, Maryland, 1983. Single copies available free of 
charge from the National Clearinghouse for Alcohol Information, 
P.O. Box 2345, RocKvllle, MD 20852. Request BK 112. This docu* 
ment Is the product of a conference held In Minneapolis, MInne* 
sota. In 1981 to facilitate the sharing of Information about women's 
treatment needs. Of the 45 NIAAA-funded women's treatment pro- 
grams, 38 were represented at this conference. For programs yet to 
be estallshed. It contains Important Information about community 
planning, treatment planning, staffing needs, and Issues specific to 
women. 

Alcoholic Women: They Do Recover, by Margaret Wllmore 
and Joan Volpe. NIAAA, Rockvllle, Maryland, 1981. Single copies 
available free of charge from the National Clearinghouse for Alco- 
hol Information, P.O. Box 2345, RocKvllle, MD 20852. Request PH 
201. This manual Is the result of meetings of 8 program directors of 
NIAAA-funded women's alcohol programs. Participants discussed 
the unique outreach and treatment Issues faced In Initiating wom- 
en's alcoholism programs. Summary recommendations for Imple- 
menting services for women and brief program descriptions are 
also Included. 

Counseling the Black Client: Alcohol Use and Abuse In Black 
America, by Peter Bell and Jimmy Evans. Hazelden Foundation, 
Center City, Minnesota, 1981. Available at a cost of $3.95 from Ha- 
zelden Educational Services, Box 176, Center City, MN 55012. As 
part of a professional education series, this booklet presents an 
overview of alcohol use and abuse In black America and discusses 
counseling guidelines when Interacting with black clients. Pro- 
gramming Ideas and a reference list are included. 

Alcohol and the Elderly: Special Focus, Alcohol Health and 
Research World, Vol. 8, No. 3, 1984. Singles copies available free of 
charge from the National Clearinghouse for Alcohol Information, 
P.O. Box 2345, Rockvllle, MD 20852. Request BL 0045. This maga- 
zine Issue Includes a collection of articles focusing on the elderly. 
Improvement of treatment services for the elderly alcohol abuser Is 
discusseu and 8 program profiles are presented. A list of further 
readings Is also Included. 

The Multldlsabled: Emerging Responses-Special Focus, Al- 
cohol Health and Research World, Vol. 5, No. 2, 1980/81. Single 
copies available free of charge from the National Clearlngnouse for 
Alcohol Information, P.O. Box 2345, Rockvllle, MD 20852. Request 
RPO 317. The needs of alcohol abusers with additional disabilities 
are discussed In this special focus Issue. Counseling approaches, 
network development. Intervention, treatment, and program models 
are topics of articles. In addition, articles focus on the needs of 
blind, deaf, epileptic, spinal cord Injured, developmentally disabled. 
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and mentally retarded substance abusers. A resource list refer- 
ences additional publications as well as groups and organizations 
providing technical assistance and Information. 

Resource List for Informatlor} on Alcohol and the Handh 
capped. NIAAA, Rockvllle, Maryland, no date. Single copies avail- 
able free of charge from the National Clearinghouse for Alcohol In- 
formation, P.O. Box 2345, Rockvllle, MD 20852. Request MS 217. 
This list cites matelals available on the alcohol-related Issues of the 
multldlsabled. Articles cover the deaf, blind, epileptic, and spinal 
cord Injured populations. 
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Appendix B: Organizations and information Resources 

The following organizations and clearinghouses can provide 
Information and, In some cases, technical assistance to persons 
planning alcoholism treatment programs. The primary resource for 
alcoholism treatment program planners remains the State alcohol- 
Ism agency. 

PROFESSIONAL ORGANIZATIONS AND AQENCIES 

National Association of State Alcohol and Drug Abuse Directors 
444 North Capitol Street, NW 
Suite 530 

Washington, DC 20001 

This professional association can direct those Interested In 
planning alcoholism treatment programs to the appropriate 
Individual In their State; however, the association does not 
offer direct technical assistance or Information to program 
planners other than to those In State offices. A newsletter for 
members and other Interested persons. Alcohol and Drug 
Abuse Report, Is published twice per month. The subscrip- 
tion price Is $55 per year. 

National Association of Alcoholism Treatment Programs 

2082 MIchaelson Drive 

Suite 212 

Irvine, OA 92715 

This association represents 360 private sector alcoholism 
treatment programs; It functlonc as a trade association for 
private sector programs and Is Involved In lobbying as well 
as provides educational and consulting services to 
members. The association employs a national health care 
consultant vvho Is available, for a fee, to work with both 
members and nonmembers In developing new programs and 
refining operating programs. 

Alcohol and Drug Problems Association 
444 North Capitol Street, NW 
Suite 181 

Washington, DC 20001 

This national professional association sponsors confer- 
ences and educational seminars for members; recent 
regional seminars have focused on topics related to 
alcoholism and drug treatment program management. The 
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association offers no specialized technical assistance, but 
will provide Information on upcoming seminars and confer- 
ences. 

National Council on Alcoholism 

12 West 21st Street, 7th Floor 

New York, NY 10010 

This national voluntary organization has affiliates In most 
areas of the country. NCA Is not Involved In alcoholism treat- 
ment, but rather focuses on educating the public about the 
nature of alcoholism and providing Information and referral 
services to alcoholics and their families. However, some 
local affiliates are Involved In the treatment area and may be 
able to provide assistance to program planners. The national 
office puts out a number of publications for the general 
public and professionals, covering a range of topics. A free 
copy of the Catalog of Publications may be requested from 
the national office. 

Indian Health Service 

Office on Alcoholism 

Health Services Administration 

5600 Fishers Lane 

Rockvllle, MD 208S7 

This agency currently funds a number of alcoholism treat- 
ment programs serving American Indian tribes. Funding for 
new programs Is not available except In the case of a pro- 
gram designed to serve members of a tribe that has no ac- 
cess to such services and has Identified a need for 
alcoholism treatment services In Its Tribal Health Plan. Infor- 
mation and technical assistance can be requested from the 
regional IHS offices; a listing of these offices may be re- 
quested from the national IHS address. 

Administration for Native Americans 
Office of Human Development Servlces/DHHS 
U.S. Department of Health and Human Services 
300 Independence Avenue, SW 
Room 5300 

Washington, DC 20201 

This agency administers the Native Americans Program Act 
of 1974 and provides funds to federally recognized, off-reser- 
vation Indian organizations for the promotion of economic 
and social development strategies. Applications for grants 
may Include establishing Indian child welfare services, serv- 
ices to Indian elderly, and demonstrations for alcohol-related 
services that Impact the social services delivery system. 
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Association of Labor Management Administrators and Consultants 

on Alcoholism 

1800 North Kent Street 

Suite 007 

Arlington, VA 22209 

This professional association provides Information and edu- 
cational services to members who are Involved In occupa- 
tional alcoholism or employee assistance programs. While 
their materials focus on developing early Intervention pro- 
grams In the worksetting, alcoholism treatment planners may 
find some of their publications of Interest. It has 60 local 
chapters that are often the focus of local occupational 
alcoholism activity. 

Alcoholics Anonymous 
Box 459 

Grand Central Station 

New York, NY 10613 

This self-help organization publishes a great many materials 
useful to those providing alcoholism services as well as to AA 
members. Nothing specific to program planning Is Included 
among their materials, although there are publications di- 
rected to counselors. A free listing of publications may be re- 
quested. 

U.S. Department of Transportation 
National Highway Traffic Safety Administration 
Office of Alcohol Countemieasures 
NTS -20 

400 Seventh Street, SW 
Room 5130 

Washington, DC 20590 

The National Highway Traffic Safety Administration Is an 
agency within the U.S. Department of Transportation. The Of- 
fice of Alcohol Countermeasures provides overall program 
management and evaluation assistance and guidance In all 
countenmeasures that deal with the drinking and driving prot>- 
lem. Reports and publications are available on a wide range of 
topics. 

INFORMATION RESOURCES: ALCOHOL SPECIFIC 

National Clearinghouse for Alcohol Information 

P. O. Box 2345 

Rockvllle, MD 20852 

The National Institute on Alcohol Abuee and Alcoholism In- 
formation clearinghouse maintains an automated database 
and an Inventory of publications on alcohol-related topics. 
Free database searches may be requested. In addition, a 
number of publications of Interest to alcoholism treatment 



programs piannero nre available (see Appendix A). Requests 
for a search shOMic! Indicate the topic areas you are In- 
terested In and the uae you intend to make of the Informa- 
tion; include your telephone number In case reference ana- 
lysts need to contact you to clarify your request. 

National Institute on Drug Abuse Clearinghouse 

Room 10A-52 

5600 Fishers Lane 

Rocliviiie, MD 20857 

A library collection, database, and publications are available 
from this Federal ciearlnghouse. The clearinghouse has 
publications on topics related both to drug and alcohol 
abuse; a free publications listing may be requested. 

National institute on Mental Health (NIMH) Public inquiries 

Room 15C-17 

5600 Fishers Lane 

Rockviiie, MD 20857 

This information center distributes publications and pamph- 
lets on NIMH research, activities, and programs, as well as a 
broad spectrum of mental health topics for mental health ad- 
ministrators and for the general public. A free publications 
listing may be requested. 

Wiscon'sin Ciearlnghouse 

1954 East Washington Avenue 

Madison, Wl 53704 

This official information and materials ciearlnghouse for the 
State of Wisconsin develops publications In the areas of 
mental health, alcohol and other drugs, youth development 
and health promotion. The focus of the materials Is primarily 
on prevention; however, manuals for professionals include a 
guide for group facilitators, an alternative funding resources 
manual, and resource guides on various special populations. 
A catalog of publications may be requested free of charge; 
there Is ^ fee for copies of publications. 

Johnson Institute 

510 Fir^t Avenue North 

Minneapolis, MN 55403 

This independent nonprofit organization offers information, 
consultation services, training workshops, films, and 
publications for those who operate alcoholism and drug 
abuse treatment programs or who are interested in moving 
into this arena. The institute will send free copies of its 
catalog and descriptive brochures. Feasibility assessment 
and program development consultation is provided to those 
starting alcoholism treatment programs. Fees depend on the 
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extent of services individually needed. Further Information Is 
available from the Specialized Services Department, (612) 
341-0435. 

Hazelden Educational Materials 

P.O. Box 176 

Center City, MN 55012 

This nonprofit private Institution provides publications and 
films for a fee. Materials focus on Issues relevant to the 
recovering alcoholic, to friends and family members, and to 
professional caregivers. A free copy of the organization's 
catalog may be requested. 

INFORMATION RESOURCES: GENERAL HEALTHCARE PUNNING 

Project SHARE 

P.O. Box 2300 

Rockvlile, MD 20852 

This Federal Information clearinghouse provides reference 
and referral services designed to improve the management 
of human services; an automated database on topics related 
to human services program development and management is 
maintained. Planners may request searches of the database, 
or may request a listing of already prepared bibliographies 
and monographs. There is a fee for all materials and services 
provided by Project SHARE. It Is Important to Include your 
telephone number with your request so reference specialists 
can call to discuss what your Information needs are and the 
costs. The collection Is not alcohol specific. 

National Library of Medicine 

8600 Rockvllle Pike 

Bethesda, MD 20209 

The library maintains a number of automated databases, con- 
taining citations and abstracts of the most recent literature 
on a variety of topics; of particular Interest to alcoholism 
treatment program planners Is the Health Planning and Ad- 
ministration database (HEALTH PLANNING ADMIN). In most 
areas of the country, public libraries or university libraries 
can assist planners In obtaining a search of this database for 
a fee. The literature Included In the database Is not alcohol 
specific, but covers a broad range of topics related to plan- 
ning health' care services. 

National Health Information Clearinghouse 

P.O. Box 1133 

Washington, DC 20013 

This federally funded clearinghouse Is intended to help re- 
questors locate health Information by referring them to the 
appropriate resources; publications are also available. The 
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clearinghouse can provide planners with direction In 
locating organizations or agencies that might be of 
assistance. 

National Health Planning Information Center 

Parklawn Building 

Room 8A-20 

Rockvllls, MD 20857 

This Information center Is Intended to provide hoalth plan- 
ners and agencies administering healthcare programs with 
reference searches and referrals. The center produces a 
number of publications, Including an abstract bulletin, 
monographs, and bibliographies. The Information Is not 
alcohol specific, but covers the range of Issues Involved In 
planning healthcare services. 
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ALABAMA 



ALASKA 



ARIZONA 



ARKANSAS 



CALIFORNIA 



COLORADO 



CONNECTICUT 



DELAWARE 



Appendix C: State and Territorial 
Alcoholism Program Directors 

Department of Mental Health 
Ken Wallls, Acting Commissioner 
200 Interstate Park Drive 
P.O. Box 3710 

Montgomery, AL 38193 (205) 271-9209 
Department of Health and Social 
Services 

Office of Alcoholism and Drug Abuse 
Matthew Felix, Coordinator 
Pouch H-05F, 114 Second Street 
Juneau, AK 99811 (907) 5864201 

Arizona Department of Health Services 
Alcohol Abuse and Alcoholism Section 
Gwen G. Smith, Program Representative 
Office of Community Behavioral Health 
1740 W. Adams, Room 001 
Phoenix, AZ 85007 (602) 255-1152 

Arkansas Office on Alcohol and Drug 
Abuse Prevention 
Paul T. Behnke» Director 
1515 W. 7th Avenue, Suite 310 
Little Rock, AR 72202 (501) 371-2603 

Department of Alcohol and Drug 
Programs 

Chauncey Veatch III, Esq., Director 
111 Capitol Mall, Suite 450 
Sacramento, CA 95814 (916) 445-1940 
Alcohol and Drug Abuse Division 
Robert B. Aukerman, Director 
4210 East 11th Avenue 
Denver, CO 80220 (303) 320^137 
Connecticut Alcohol and Drug Abuse 
Commission 

Donald J. McConnell, Executive Director 
999 Asylum Avenue, 3rd Floor 
Hartford, CT 06105 (203) 566-4145 
Division of Alcoholism, Drug Abuse and 
Mental Health 

Bureau of Alcoholism and Drug Abuse 
Sally Allhouse, Chlof 
1901 North Dupont Highway 
New Castle, DE 19720 (302) 421-6101 
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DISTRICT OF COLUMBIA 



FLORIDA 



GEORGiA 



GUAM 



HAWAII 



IDAHO 



ILLINOIS 



INDIANA 



iOWA 



KANSAS 



KENTUCKY 



Office of Health Planning and Development 

Simon Holllday, Chief 

1875 Connecticut Ave., N.W. Suite 836 

Washington, DC 20009 (202) 673-7481 
Alcoholic Rehabilitation Program 

Department of Health and Rehabilitation 

Services 

Thomas Holt, Supervisor 

1317 WInewood Boulevard, Room 148A 

Tallahassee, FL 32301 (904) 488-0900 
Division of Mental Health, Mental Retardation 

and Substance Abuse 

Georgia Department of Human Resources 

Lee Martus, Acting Director 

878 Peachtree St., N.E., 3rd Floor 

Atlanta, GA 30309 (404) 894-4785 
Territory cf Guam 

Mental Health and Substance Abuse Agency 

Dr. David L.G. Shimlzu, Interim Director 

P.O. Box 8896 

Tamuning, Guam 96911 011-671-477-9704/5 
Department of Health 
Alcohol and Drug Abuse Branch 
Joyce Ingram-Chinn, Branch Chief 
P.O. Box 3378 

Honolulu, HI 96813 (808) 548-4280 
Bureau of Substance Abuse 

Department of Health and Welfare 

Charles E. Burns, Director 

450 West State Street, 4th Floor 

Boise, ID 83720 (208) 334-4368 
Department of Alcohol and Substance Abuse 

Dan Behnke, Acting Director 

300 N. State St., Suite 1500 

Chicago, IL 60610 (312) 822-9860 
Division of Addiction Services 

Department of Mental Health 

Joseph E. Mills, III, Director 

429 North Pennsylvania 

Indianapolis, IN 46204 (317) 232-7816 
Department of Substance Abuse 

Mary L. Ellis, Director 

505 Fifth Avenue Suite 202 

Des Moines, lA 50319 (515) 281-3641 
Alcohol and Drug Abuse Services 

James A. McHenry, Jr., Ph.D. 

Commissioner 

2700 West Sixth Street, 2nd Floor 
BIddle Building 

Topeka, KS 66606 (913) 296-3925 
Cabinet for Human Resources 
Michael Townsend, Director 
Division of Substance Abuse 
Department for Mental Health and Mental 
Retardation 
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ERIC 



275 East Main Street 

Frankfort, KY 40621 (502) 564-2680 
Office of Prevention and Recovery from 

Alcohol and Drug Abuse 

Burn RIdgeway, Assistant Secretary 

P.O, Box 4049 

655 North 5th Street 

Baton Rouge, :.A 70801 (504) 342-2488 
Office of Alcoholism and Drug Abuse 

Prevention 

Nelll Miner, Director 

State House Station -4-11 

Augusta, ME 04333 (207) 289-2781 
Alcoholism Control Administration 

John Bland, Director 

201 West Preston Street, 4th Floor 

Baltimore, MD 21201 (301) 383-2781 
Division of Alcoholism 

Edward Blacker, Ph.D., Director 

150 Tremont Street 

Bosto;., MA 02111 (617) 727-1960 
Office of Substance Abuse Services 

Robert Brook, Administrator 

3500 North Logan Street 

P.O. Box 30035 l^nslng. Ml 48909 (517) 

373-8603 

Chemical Dependency Program Division 
Cynthia Turnure, Executive Director 
Department of Human Services 
Space Center 
444 l^fayette Road 
St. Paul, MN 55101 (612) 296-3991 

Division of Alcohol and Drug Abuse 
Ann D. Robertson, M.S.W., Director 
1102 Robert E. Lee Office Building 
Jackson, MS 39201 (601) 358-1297 

Division of Alcoholism and Drug Abuse 
R.B. Wilson, Director 
2002 Missouri Boulevard 
P.O. Box 687 

Jefferson City, MO 65101 (314) 751-4942 
Alcohol and Drug Abuse Division 

Department of Institutions 

Robert Anderson, Administrator 

1539 - Eleventh Avenue 

Helena, MT 59620 (406) 444-2827 
Division on Alcoholism and Drug Abuse 

Cecilia Willis, Director 

P.O. Box 94728 

Lincoln, NE 68S09 (402) 471-2851 x 415 
Bureau of Alcohol and Drug Abuse 
Department of Human Resources 
Richard Ham, Chief 
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NEW HAMPSHIRE 



NEW JERSEY 



NEW MEXICO 



NEW YORK 



NORTH CAROLINA 



NORTH DAKOTA 



NORTHERN MARIANA 
ISLANDS 



OHIO 



OKLAHOMA 



SOS East King Street 
Carson City, NV 89710 (702) 88S-4790 
Office of Alcohol and Drug Abuse Prevention 
Geraldlne Sylvester, Director 
Health and Welfare Building 
Hazen Drive 

Concord, NH 03301 (603)271-4627 
Division of Alcoholism 

New Jersey Department of Health 

Riley Regan, Director 

129 East Hanover Street 

Trenton, NJ 08608 (609) 292-8947 
Alcoholism Bureau 

Joe Gallegos, Acting Chief 

Behavioral Health Services Division 

Crown Building 

P.O. Box 968 

Santa Fe, NM 87S04-0968 

(SOS) 984-0020, x493 

New York Division of Alcoholism and 

Alcohol Abuse 

Robert V. Shear, Director 

194 Washington Avenue 

Albany, NY 1221C (SIP) 474-S417 
Division of Mental Health, Mental Retardation 

and Substance Abuse Services 

Alcohol and Drug Abuse Section 

Steven L. Hicks, Deputy Director 

32S North Salisbury Street 

Raleigh, NC 27611 (919) 733-4670 

State Department of Human Services 
Division of Alcoholism and Drug Abuse 
Tom R. Hedin, Director 
State Capitol 

Bismarck, ND 5850S (701) 224-2769 
Dr. Torres Hospital 
Ben Kalpat, Medical Officer 
Salpan, Mariana Islands g69S0 
6112, 6222 (through International Operator 
0-160691) 

Ohio Department of Health 
Bureau of Alcohol Abuse and Alcoholism 
Recovery 

Wayne Llndstrom^ Chief 
170 North High Street 
Columbus, OH 4321S (614) 466-344S 
Alcohol and Drug Abuse Division 
Thomas Stanltis, M.A«, M.H.S., 
Deputy Commissioner 
P.O. Box S3277, Capitol Station 
Oklahoma City, OK 731S2 (40S) S21-0044 
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OREGON Mental Health Division 

Programs for Alcohol and Drug Problems 
Jeffrey N. Kushner 
Assistant Administrator 
2575 Bittern Street. N.E. 
Salem, OR 97310 (503) 378-2163 

PENNSYLVANIA Office of Drug and Alcohol Problems 

Lucille Fleming, 

Deputy Secretary for Drug and Alcohol 
Programs 

P.O. Box 60, Department of Health 
Health and Welfare Building, Room 809 
Hanlsburg, PA 17120 (717) 787-9857 
PUERTO RICO Puerto Rico Department of Addiction 

Control Services 
Sonia Pulg Sayas 
Assistant Secretary for Alcoholism 
Box Pledras, PR 00928 (809) 763-5014 or 
763-7575 

RHODE ISLAND Department of Mental Health, 

Mental Retardation and Hospitals 
Division of Substance Abuse 
William PImental, Assistance Director 
Substance Abuse Administration Building 
Cranston, Rl 02920 (401) 464-2091 

AMERICAN SAMOA Human Services Clinic 

Alcohol and Drug Program 
Fualaau Hanlpale, Director 
LBJ Tropical Medical Center 
Pago, Pago, American Samoa 96799 
011-684433-S139 

SOUTH CAROLINA South Carolina Commission on Alcohol and 

Drug Abuse 

William J. McCord, Director 
3700 Forest Drive 
Suite 300 

Columbia, SC 29204 (803) 758-2521 
SOUTH DAKOTA Division of Alcohol and Drug Abuse 

Lois Olson, Director 
Joe Foss Building 
523 East Capitol 
Plenre, SD 57501 (605) 773-3123 

TENNESSEE Tennessee Department of Mental Health and 

Mental Retardation 

Robert Currle, Assistant Commissioner 
Alcohol and Drug Abuse Services 
James K. Polk Building 
505 Deaderick Street 
Nashville, TN 372ld (615) 741-1921 
TEXAS Texas Commission on Alcoholism 

Ross Newby, Executive Director 
1705 Quadalupe Street 
Austin, TX 78701 (512) 475-2577 




TRUST TERRITORY OF 
THE PACIFIC ISLANDS 



UTAH 



VERMONT 



VIRGINIA 



VIRGIN ISLANDS 



WASHINGTON 



WEST VIRGINIA 



WISCONSIN 



WYOMING 



Masao Kumangal, M.D., Director 
Health Services 

Office of the High Commissioner 
Salpan, Mariana Islands 96950 
Trust Territory of the Pacific Islands 
9854, 9355 (through International Operator 
0-160691) 
Division of Alcoholism and Drugs 
F. Leon PoVey, Director 
150 West North Temple, Room 350 
P.O. Box 45500 

Salt Lake City, UT 84145 (801) 533-6532 
Alcohol and Drug Abuse Division 

Richard Powell II, Director 

103 South Main Streeet 

Osgood Building 

Waterbury Complex 

Waterbury, VT 05676 (802) 241-2170 
Division of Substance Abuse 

Wayne Thacker, Director 

Office of Substance Abuse 

P.O. Box 1797 

203 Governor Street 

Richmond, VA 23214 (804) 786-5313 
Division of Mental Health Alcoholism and 

Drug Dependency 

Patricia Todman, Ph.D., Director 

P.O. Box 7309 

St. Thomas, US VI 00801 (809) 7744888 
Bureau of Alcohism and Substance Abuse 

Glen Miller, Director 

Mallstop, OB-44W 

Olympla, WA 98504 (206) 753-5866 
Alcoholism and Drug Abuse Program 

Division of Behavioral Health Services 

Jack Clohan, Jr., Director 

State Capitol 

1800 Washington Street East 
Charleston, WV 25305 (304) 348-2276 

State Bureau of Alcohol and Other Drug 

Abuse 

Larry W. Monson, Director 

1 West Wilson Street, Room 441 

P.O. Box 7851 

Madison, Wl 53707 (608) 266-2717 
Division of Community Programs 
Jean DeFratIs, Director, 
Alcohol and Drug Abuse Programs 
Hathaway Building, 3rd Floor 
Cheyenne, WY 82002 (307) 777-7115 x 7118 
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